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El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  2D,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año ; volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  de 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 


Tres  Ixjliirps 
Suscrlpriún  Auual 
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SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


ITAMIN  D has  been  so  successful  in  preventings  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 


The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets» 
euch  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.’* 


H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevaienc®  of  rickets  in  childmit 
bsfween  two  and  fourteen  years  of  age.  Am.  J.  Dis.  Child.  July 


MEAD'S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD'S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc.  bottles  and  boxes  of  46 
and  192  capsules.  Ethically  marketed. 

MEAD  JOHNSON  & COMPANY,  Evansvilla  21,  tiuL, 


P.O.  Box  3081  — San  Juan,  P.R. 


Why  Spermicidal  Preparations 
should  be  effective  even  at  high 

dilutions 


same  point 
the  dilution 
of  the 
spermicidal 


An  application  of  spermicidal  jelly  is  required 
I to  spread  over  a considerable  vaginal  area. 
' At  any  one  point  the  quantity  of  jelly  is 
likely  to  be  small. 


lorophyn  Jelly  kills  human  sperm  within  less  than  one 

minute  after  contact  even  at  dilutions  as  high  as  1:20 


Acceo'ed  bv  tn# 

Council  on  Phormocv  ond  CK#mi$t 
of  the  Americon  Med'col  As^oc'ati' 


nc. 

NORWICH  NfVYORK 


Loropli 

jellv 


Active  legredientj*  Pheaylfnercuric 
Acetóte  0.05%,  Polyethyleoe  glycol  of 
mono  Iso  octyl  phenyl  ether  0.3%, 
Methyl  p'Hydroxy  Benzoote  0.05%. 
SedJom  Borate  3.0%. 


Distribuidor:  CESAR  CASTILLO,  Tetuán  10,  San  Juan,  P.  R. 


f clearly  defined 

THE  MALE  CLIMACTERIC  SYNDROME 


Í6  now  recognized  as  a clearly  defined, 
entity^  and  may  be  suspected  to  be 
present  when  middle-aged  men  in  the 
prime  of  life  complain  of  tiredness, 
nervousness,  insomnia,  vague 
pains  and  impotence. 


Therapy  with  Oreton,  testosterone 
propionate,  frequently  alleviates  these 
manifestations,  if  they  are  due  to 
insufficient  hormone,  and  restores  male 
climacteric  patients  to  former 
physical  and  mental  vigor. 

TRADE-MARK  ORETON-REC.  U.  S.  PAT.  OPP. 

COPYRIGHT  1943  BY  SCUERINC  CORPORATlOIf 


etLit 


CORPORATION  • BLOOMFIELD; N7j. 


Distribuidor:  CESAR  CASTILLO,  Tetuán  10,  San  Juan,  P.  R. 


Más  de  1000  artículos  publicados 
durante  los  últimos  años  en  las 
más  importantes  revistas  médicas 
del  mundo,  acreditan  el  SULFATO 
de  BENZEDRINA  como  un  agente 
de  positivo  valor  terapéutico  en 
el  tratamiento  coadyuvante,  no 
solamente  de  los  estados  men- 
tales depresivos,  sino  también 
como  un  poderoso  auxiliar  en  la 
terapia  del  alcoholismo  crdnico 
y de  la  obesidad. 


En  la  terapia  coadyuvante  de  los  estados 
de  depresión  mental  simple,  tan 


frecuentemente  acompañados  con  la  "fatiga 


A iv  ptfición  /•  envior«moi 
ménfe  fitervturo,  poio/ogío  y 
Irpi  tcbrp  0sf0  prodwcfc. 


crónica”  (tan  bien  descrita  por  el  famoso 
Di  Alvarez  de  la  Clínica  de  los  hermanos 
Mayo),  la  profesión  médica  tiene  en  el 


I.  Aumentar  la  actividad  men- 
tal, el  interés  y la  accesibilidad. 


III.  Estimular  la  acción  psico 
motora;  aumentando  la  capad 
dad  para  el  esfuerzo  físico  y 
mental. 


Sulfato  de  Benzedrina  un  estimulante  eficaz 
(fel  sistema  nervioso  central,  capaz  de  producir 
todos,  o algunos  de  los  siguientes  efectos: 


II.  Aumenteur  los  sentimientos 
de  autoseguridad,  autobienestar 
y optimismo. 


TABLETAS  DE  SULFATO  DE  BENZEDRINA 


LABORATORIOS  SMITH,  KLINE  & FRENCH 

FILADELFIA,  PA.,  E.  U.  A. 

a§  10Q_  SIRVIINDO  a lA  PIOFfSION  MfDICA 


i 


La  adopción  y la  valuación  clínica  de  estos  compuestos  cons- 
tituyen uno  de  los  pasos  más  avan2ados  que  registra  la  historia  del 
tratamiento  químico  de  las  enfermedades.  En  manos  del  cirujano,  estos 
agentes  quimioterápicos  son  armas  poderosas  para  combatir  gran 
variedad  de  procesos  infecciosos. 

Este  grupo  de  compuestos  es  eficaz  contra  las  infecciones  producidas  por 

Estreptococos  Hemoliticos 
Meningococos  Estafilococos 

Neumococos  Gonococos 

Bacilos  Friedlander 
Escherichia  Coli 
LINFOGRANULOMA  VENEREO 
Ciertas  infecciones  del  conducto  urinario 
Tracoma  Chancroide 

MERCK  & CO.,  Inc. 

Fabricantes  de  Productos  Químicos  de  Calidad 
Rahway,  New  Jersey,  Estados  Unidos  de  Norte  América 


PUERTO  RICO  HOSPITAL  & MEDICAL 
SUPPLY  CO.,  INC. 

Arecibo,  Puerto  Rico 
ANUNCIA 

Haber  sido  nombrados  representantes 
exclusivos  de 

HAROLD  SUPPLY  CORPORATION 
100  Fifth  Avenue  - New  York 
-K  -K  -K 

EQUIPOS  PARA  HOSPITALES,  LABORATORIOS, 

RAYOS  X Y MATERIAL  QUIRURGICO 

M 

PRECIOS  DE  FABRICAS 

-K  «K  -K 

PRONTA  ENTREGA 

INVESTIGUE  NUESTROS  PRECIOS  ANTES  DE  HACER 

SUS  COMPRAS 

V 



B R o M O T ^ L 

SEDANTE  DEL  SISTEMA  NERVIOSO 
SUAVE  Y AGRADABLE 

FORMULA 
Cada  15  cc. 

BROMORANGE:  (0.20)  gm.  aa  de  Bromuros  de  Calcio,  Sodio  y 


Amonio  en  Jarabe  especial  de  Naranjas  dulces  (chinas)  10  cc. 

ELIXIR  DE  FENOBARBITAL  FEU  XII 5 cc. 

CLORHIDRATO  DE  TIAMINA  3 mgs. 


Producto  de 

AFLEG  LABORATORIES 

San  Juan,  P.  R. 


¿Tonsilitis?  ¿Faringitis?  ¿Laringitis? 

B NU 


Apliqúese  una  capa  de  3 
milímetros  de  espesor  de 
NUMOTIZINE  sobre  la  parte 
afectada.  Repítase  la  apli- 
cación cada  ocho  horas. 

En  las  afecciones  de  las  Vías 
Respiratorias,  así  como  en 
las  bronquiales,  la  acción 
analgésica  y descongestiva, 
que  an  forma  continua  le 
proporciona  NUMOTIZINE, 
resulta  de  gran  alivio  para 
el  enfermo. 


MOTIZIN 

Emplasto  Medicinal 

(MODO  DE  USARSE) 


INDICACIONES: 

Tonsilitis  Hinchazones  glandulares 

Faringitis  Laringitis 

Bronquitis  Dolores  artríticos 

NUMOTIZINE  se  suministra  en  envases  originales.  Tarros  de  cristal  de 
57,  114,  228,  425  y 850  gramos. 

NUMOTIZINE,  INC. 

900  North  Franklin  Street  Chicago  10,  Illinois,  E.  U.  A. 


Agente  y Distribuidor  Exclusivo  para  Puerto  Rico 
FRANCISCO  N.  CASTAGNET 
Tanca  1,  San  Juan,  P.  R. 


Sensibilidad 


lacm 


• Imagínese  a alguien  pretendiendo  leer  hraille 
con  guantes  puestos!  Sin  embargo,  el  cirujano,  que  necesita 
igual  percepción  sensitiva  del  tacto,  tiene  que  actuar  bajo  este 
impedimento.  Solamente  usando  guantes  muy  delgados  pueden 
sus  dedos  palpar  con  la  precisión  que  requiere  su  labor.  Los 
guantes  "SR”  STANDARD  para  cirujanos,  finos  y anatómica- 
mente diseñados,  responden  plenamente  a esas  exigencias.  Ade- 
más, su  resistencia  a repetidas  esterilizaciones  es  extraordinaria. 

Los  guantes  "SR”  STANDARD  para  cirujanos  representan  hoy 
día,  no  sólo  un  adelanto  máximo  sino  también  una  necesidad 
para  el  médico.  ¡Por  esta  razón  todos  los  cirujanos  prefieren 
guantes  quirúrgicos  "SR”  STANDARD ! 


RUBBER 


Company 


Marfa  de  Fabrica 
Regisirada 


FABRICANDO  ARTÍCULOS  DE 
GOMA  DESDE  1877- 


Agentes:  PELEGRINA  & LLORENS,  INC. 
Salvador  Brau  70  - San  Joan  17,  P.  R. 


Male  Involution 


NORMAL  TESTICLE 


ATROPHIC  TESTICLE 


The  male  climacteric,  directly  caused  by  declining  testicular  function,  responds 
specifically  and  dramatically  to  replacement  therapy  with  Perandren,  Ciba’s 
brand  of  testosterone  propionate  for  intramuscular  Injection.  As  many  as  34 
different  symptoms  have  been  observed  in  the  male  climacteric.  The  achieve- 
ment of  successful  treatment  of  many  of  these  symptoms  is  described  in  ^'The 
Male  Period  of  Involution^^  a concise  and  impartial  survey  of  the  clinical 
experience  with  this  type  of  therapy.  Your  request  to  the  Ciba  Professional 
Service  Division  will  bring  a copy- 


STEROID  HORMONES  AND  FINE  PHARMACEUTICALS 

Agentes:  PELEGRINA  & LLORENS,  Inc.  Salvador  Brau  70, 

San  Juan  17,  P.  R. 


INSTRUMENTOS 
OPTICOS 
B AUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


^ISEÑADA  por  B & L,  la  Lárapara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

Agente:  H.  V.  CROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAUSCH  & LOMB 

Optical  Co.  Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


Agente:  RAFAEL  A.  VILLAMIL  - Apartado  530,  San  Juan  3,  P.  R. 


MEDICACION  COMPLETA  CON  EL  COMPLEJO  DE  U VITAMINA  B 

En  el  Elixir  Galen  B*  Fortificado  todo  el  complejo  de  la  Vitamina  B natural  — deri- 
vado del  salvado  de  arroz  — se  utiliza  como  vehículo  para  llevar  mayores  niveles  de 
tiamina  y riboflavina.  Cada  onza  del  Elixir  Galen  B Fortificado  suministra  3333 
Unidades  Internacionales  de  Vitamina  B^  y 25  gramos  de  riboflavina,  además  de 

cantidades  efectivas  de  todos  los  demás  factores  in- 
corporados en  el  salvado  de  arroz,  una  fuente  rica  de 
todos  los  factores  del  complejo  de  la  Vitamina  B. 

Cada  cucharada  (15.  mi.)  contiene  no  menos  de: 


Clorhidrato  de  tiamina  (Vitamina  B^^) 10.0  mgs. 

Riboflavina  (Vitamina  B„) 2.5  mgs. 

Piridoxina  (Vitamina  Bg)  2.25  mgs. 

Niacina  (Acido  Nicotínico)  30.0  mgs. 

Acido  Pantoténico  6.0  mgs. 


El  Elixir  Galen  B Fortificado  contiene,  además,  los 
miembros  aun  no  separados  del  Complejo  de  la  Vi- 
tamina B,  tales  como  la  Biotina,  el  factor  Eluate, 
Inositol,  Cholina,  Acido  Fólico,  y el  factor  del  Fil- 
trado. 

Cada  onza  fluida  contiene  también: 

Hierro  (como  citrato  de  hierro  y amonio) % gr. 

Manganeso  (como  citrato  de  manganeso) 14  gr. 

Cómo  Tomarlo:  El  Elixir  Calen  B Fortificado  pue- 
de tomarse  sin  diluirlo,  o puede  agregarse  a cual- 
quier alimento  líquido  o semi-sólido.  Las  dosis  pro- 
filácticas para  adultos  varían  de  una  a dos  cuchara- 
das diariamente.  Para  uso  terapéutico  se  recomien- 
da umentar  estas  cantidades  al  doble. 

Envase:  El  Elixir  Calen  B Fortificado  se  envasa  en 
frasco  de  4 oz.  (18.3  mi.),  y 8 oz.  (236.6  ml.l. 
Mediante  el  uso  del  Elixir  Calen  B Fortificado  en  la  terapia  con  tiamina  y riboflavina, 
el  médico  puede  estar  seguro  de  que  sus  pacientes  estarán  protegidos  automáticamente, 
y sin  necesidad  de  una  segunda  recetu,  contra  los  peligros  de  la  medicación  incompleta 
y deficiente  en  algunos  de  los  factores  de  la  Vitamina  B. 


Distribuidor:  RODOLFO  BERNAL,  Apartado  2048,  San  Juan,  P.  R. 


V. 


Distribuidor  Exclusivo:  RAFAEL  A.  VILLAMJli,  Apartado  530,  San  Juan,  P.  R. 


¡L® 


Approximately  37^  of  the  Calcium  salts  found 
in  vegetables  are  lost  in  cooking.  Utilization  of 

the  Calcium  may  also  be  incomplete  if  the  supply 
of  vitamin  D is  inadequate. 


Calciwafers 


S Calcicaps  j 


ALTERNATE  DOSAGE  FORMS 
Supply  Calcium  and  Phosphorus  with  enough  Vitamin 
D for  the  absorption  of  the  Calcium  provided 
but  also  for  the  Calcium  already  in  the  diet. 

CALCIWAFERS  CALCICAPS 

Candied  wafers,  boxes  of  bO  and  250  Capsule  form,  bottles  of  100  and  500 

NION  CORPORATION 
LOS  ANGELES  38,  CALIFORNIA 


Exclusive  Representative 

JOAQUIN  BELENDEZ  SOLA 
56  Tetuán  St.  - P.  O.  Box  1188  - San  Juan  6,  P.  R. 


US  FAR! 

EN  SAN  JUAN  Y SANTÜRCE 


Invitan  atentamente  a la  distinguida  clase  médica 
para  que  visite  sus  instalaciones  y departamentos 
de  recetas  y solicitan  su  autorizada  crítica. 


LA  FARMACIA  DE  BLANCO 

DE  SAN  JUAN 


cuenta  con  un  frigorífico  de  gran  capacidad  para 
atender  en  cualquier  momento  servicios  profesiona- 
les a los  señores  médicos  y al  público  en  general  en 
que  se  necesiten  bajas  temperaturas. 


^ Pc>Ueii^ 


Now  the  physician  needs  merely  to  slip  a new  Abbott  penicillin  cartridge  into  a syringe 
and  start  the  injection.  This  convenient,  sterile  unit,  always  ready  for  immediate  use, 
consists  of:  (1)  a cartridge  containing  a single  1-cc.  dose  of  300,000  units  of  Penicillin 
Calcium,  Abbott,  in  Oil  and  Wax  (Romansky  Formula) ; (2)  a plastic  syringe  with  a 
fixed,  sterile  needle.  The  syringe  is  designed  to  be  used  once  and  then  thrown  away;  the 
needle  may  not  be  removed  or  resterilized.  The  package  containing  the  unit  is  small 
and  lightweight,  and  slips  easily  into  the  pocket  or  emergency  bag. 


Unit  as  Removed  from  Package 

Syringe,  con- 
taining a sterile, 
20-gauge  nee- 
dle, is  sealed  at 
top  with  rubber 
stopper  (A),  at  bottom  with  removable  plastic 
sheath  (B)  which  protects  the  sterile  needle. 

Two-chamber  cartridge,  

supplied  with  one  cham-  ' 
ber  containing  a single 
1-cc.  dose  of  300,000  units  of  Penicillin 
Calcium,  Abbott,  in  Oil  and  Wax  (Romansky 
Formula),  the  second  chamber  empty. 


Unit  Ready  for  Assembly 


To  assemble  the  unit  for  use,  the  rubber 
stopper  is  removed  from  the  syringe  and 
attached  to  the  open  end  of  the  cartridge 
to  form  a plunger.  To  make  the  injection 
it  is  necessary  only  to  insert  the  cartridge- 
plunger  into  the  syringe  until  upper  end  of 
the  needle  punctures  the  rubber  diaphragm. 


PENICILLIN  OINTMENT  ABBOCILUN 
1000  units  Penicillin  Calcium  per  Gram  (/n  7-ounce  tubes) 

• PENICILLIN  OPHTHALMIC  OINTMENT  ABBOCiUlN 
1000  units  Penicillin  Calcium  per  Gram  (/n  Vs-ounce  tubes) 

• PENICILLIN  TROCHES  Afi50C/U/N 

Each  Troche  contains  1000  units  (rn  bott/es  of  24) 

• PENICILLIN  TABLETS  ABSOCtlUN 

Each  tablet  contains  25,000  units  (in  bott/es  of  72  and  25) 


Abbott  Laboratories  P.  R. 
80-82  S.  Brau  St.  - P.  O.  Box  1082 
San  Juan,  P.  R. 


SULFADIAZINA 

y 

Blenorragia 


La  blenorragia,  azote  de  la  hu- 
manidad durante  siglos,  es  hoy 
una  afección  vencida  gracias  a la 
Sulfadiazina. 

Su  empleo  ha  revolucionado 
el  tratamiento  y ha  rendido  alta- 
mente favorable  el  pronóstico  de 
esta  afección,  cuyo  agente,  el  go- 
nococo de  Neisser,  es  particular- 
mente sensible  a su  acción  tera- 
péutica, a la  concentración  y 
dosis  habitualmente  alcanzadas 
en  el  tratamiento  bien  dirigido. 

Su  rápida  asimilación,  baja 
toxicidad,  alta  concentración  en 
la  sangre,  descenso  gradual  del 
índice  sanguíneo,  gran  solubili- 
dad de  su  forma  acetilada  en  la 
orina  vuelta  alcalina,  hacen  que 
la  Sulfadiazina  sea  insustituible 
entre  todos  los  sulfamidados. 


/ 


THE  FIVE  IMPORTANT  FACTORS 
IN  STABLE 


; s a result  of  chemical  investigations  ^still,  further  progr,ess  in 
vitamin  therapy  has  been  made.  Now,  in  one  ampóí,  there  are  available 
the  following  synthetic  factors: 

Thiamine  hydrochloride  (vitamin  Bi). . .10  mg,  ' 

Riboflavin  (vitamin  B2) ..... . i . 5 mg. 

Pyridoxine  hydrochloride  (vitamin  Bi}.  5 mg. 

Calcium  pantothenate.  .-...  5 mg.  . 

Niacinamide  (nicotinic  acid  amide)  . : 50  mg. 

Supplied  in  boxes  of  3 qiid  lOompuls. 

Dissolve  in  2 cc.  of  stérile  distilled  water.  ' ; 

If  increased  vitamin  8,  is  desired,  use  as  solvent  any  Betaxin 
parenterol  solution  (available  in  10  cc.  vials  containing'  in  each  ' 1 cc.  either 
10  mg.,  or  25  mg,,  or  50  mg.,  ¿r  100  tng.).  ’ . / ; 

Betasynplex  may  be  administered 
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WINTHROP  CHEMICAL  COMPANY,  INC. 
77  Allen  St.,  San  Juan,  P.  R. 


CUANDO  LA  MADRE  NO  PUEDE  AMAMANTAR  A SU  MIJITO,  S.M.A. 
RESUELVE  EL  PROBLEMA  DE  LA  ALIMENTACION  INFANTIL,  PORQUE 
ES  EL  PRODUCTO  QUE  MAS  SE  APROXIMA  A LA  LECHE  MATERNA. 


• Si  se  diluye  bien  de  acuerdo 
con  las  instrucciones,  S.M.A. 
es  esencialmente  semejante  a 
la  leche  materna,  no  sólo  en 
cuanto  a las  proporciones  de  los 
constituyentes  nutritivos  sino 
también  por  sus  características 
físicas  V químicas.  S.M.A.  es  el 
alimento  lógico  para  los  niños 
desprovistos  de  la  leche  materna. 


Proporciona  las  vitaminas  A,  B y 
D en  cantidades  suficientes  para  el 
régimen  alimenticio  normal  del 
niño,  el  cual  se  complementa  con 
jugo  de  naranja.  Este  método  de 
alimentación  artificial  es  fácil  y 
lógico,  si  se  consideran  las  ventajas 
excepcionales  de  ser  satisfactorio 
para  todos  los  interesados:  el 
niño,  la  madre  y el  médico. 


Aceptado  jwr  la  Junta  de  Alimentos 
de  la  Asociación  Médica  Americana 
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FONOCARDIOCRAFIA 

RAMON  M.  SUAREZ,  M.  D. 

Saiifurce,  P.  R. 


Hace  nueve  años  presentamos,  en  cola- 
boración con  el  Dr.  Muñoz  MacCormick'  - 
unos  estudios  de  fonocardiogramas  y es- 
figmogramas  hechos  en  varios  casos  de  en- 
fermedades cardíacas.  Hoy  presentamos 
registros  de  los  ruidos  del  corazón,  toma- 
dos simultáneamente  con  el  electrocardio- 
grama. Este  método  nos  parece  más  útil 
para  la  determinación  del  tiempo  exacto 
del  ruido  o del  soplo,  puesto  que  sabemos 
que  la  iniciación  del  primer  ruido  se  en- 
cuentra prácticamente  sincronizada  con  a 
onda  R del  electrocardiograma,  mientras 
que  la  onda  principal  del  esfigmograma  de 
la  arteria  radial  está  a 0.22  de  segundo 
después  de  iniciado  el  primer  ruido.  Esto 
es:  el  pulso  radial  se  halla  algo  más  pró- 
ximo del  segundo  ruido  que  del  primero; 
y esta  relación,  como  es  natural,  se  alte- 
ra cuando  sobreviene  la  insuficiencia  del 
miocardio. 

Desde  el  año  1894,  Einthoven  y Geluk'* 
consiguieron  registros  de  ruidos  usando  e’ 
electrómetro  capilar.  Poco  más,  tarde 
(1907)  el  mismo  EinthoveiP  usó  el  gal- 
vanómetro de  cuerda  con  el  mismo  fin.  Los 
distintos  métodos  y aparatos  han  ido  sim- 
plificándose tanto  que  ya  han  pasado  de 

* Conferencia  dada  ante  la  Asamblea  Médica 
del  Distrito  de  Mayagüez  celebrada  en  aquella  ciu- 
dad el  día  26  de  agosto  de  1945. 


los  laboratorios  de  la  Fisiología  experimen- 
tal a los,  del  hospital  clínico  y de  éste  a la 
oficina  del  internista. 

Son  muchos  los  fisiólogos  y cardiólo- 
gos que  han  intervenido  en  el  estudio  y 
análisis  de  los  ruidos  normales  y patológi- 
cos del  corazón,  pero  el  mayor  avance  de 
los  últimos,  quince  años  se  debe  a la  es- 
cuela argentina,  representada  por  P.  Cos- 
sio,  Orias  O,  Braun  Menéndez  y Taquini; 
a la  alemana,  representada  por  Groedel, 
Posener,  Trendelemburg,  Selenin  y Fogel- 
son,  a los  franceses  Duchosal,  de  Lian,  de 
Calo  y de  Laubry,  y especialmente  a los 
norteamericanos,  Wolferth  y Margolies, 
McKee,  Sacks,  Roberts,  Stead  y Kunkel. 
Merece  especial  mención  por  lo  completa  y 
bien  documentada  la  contribución  del  inge- 
niero electricista  Rappaport  y del  médico 
Sprague"'  de  Boston,  Mass,  sobre  “Las  Le- 
yes fisiológicas  y físicas  que  gobiernan  la 
auscultación  y su  aplicación  clínica”.  En 
Méjico,  el  Dr.  Meneses  Hoyos“,  profesor  de 
Cardiología  en  la  Escuela  Médico  Militar, 
también  ha  aportado  su  valiosa  colabora- 
ción. 

Los  aparatos  modernos  consiten  esen- 
cialmente de  una  pieza  micrófono  de  cris- 
tales piezo-eléctricos,  de  un  dispositivo  am- 
plificador de  bulbos,  de  tres  electrodos  y de 
un  galvanómetro  de  espejo.  Un  rayo  lu- 
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minoso  impresiona  la  parte  superior  de  la 
película  con  los  ruidos,  mientras  que  la 
cuerda  impresiona  el  trazo  electrocardio- 
gráfico  en  la  parte  inferior  del  papel  o de 
la  película  sensible. 

El  micrófono  trae  tres  receptores:  uno 
grande  en  forma  de  campana  que  imparte 
mayor  amplitud  a los  soplos,  de  tono  bajo, 
tales  como  los  ruidos  de  galope  y los  so- 
nidos del  corazón  fetal;  otro  grande  con 
diafragma,  que  se  prefiere  para  los  soplos 
de  tono  alto,  y uno  de  igual  forma  que  el 
primero,  pero  pequeño,  para  ser  usado  en 
niños  o en  enfermos  emaciados,  en  cuya  pa- 


red torácica  no  se  adapta  bien  e'  grande. 
Cuando  se  usa  este  receptor,  al  igual  que 
cuando  se  ausculta  con  los  estetoscopios 
de  campana  se  debe  tener  en  cuenta  que 
mientras  más  se  aprieta  contra  la  piel,  ma- 
yor habrá  de  ser  la  reducción  de  los  so- 
nidos de  tono  bajo.  Apretando  o aflojan- 
do el  cinturón  de  goma  que  fija  el  micró- 
fono “in  situ”,  se  puede  conseguir  que  pre- 
domine con  mayor  amplitud  el  tono  que  se 
interese  investigar. 

En  todo  sonido  o ruido  existen  ‘tono” 
e “intensidad”.  Dos  sonidos  del  mismo  to- 
no e intens.idad  emitidos  por  dos  instru- 
mentos 4is.tintos,  tales  como  el  violín  y la 
flauta,  producen  distintas  sensaciones  en 
el  oido.  Esta  sensación  característica  de 
cada  instrumento  S:e  conoce  como  “tim- 
bre”. Este  timbre  especial  característico 
del  soplo  de  la  estrechez  mitral,  por  ejem- 
plo, fué  lo  que  dió  origen  a la  pintoresca 
expresión  de  Sir  Thomas  Lewis.  Dijo  Sir 
Thomas  Lewis':  “Es  un  error  creer  que 
el  soplo  se  conoce  por  su  localización  en  el 
tiempo,  si  bien  se  enseña  así  habitualmen- 
te. Es  posible,  para  la  mayor  parte  de  las 
personas,  identificar  el  soplo  hábilmente, 
pero  no  señalar  su  tiempo  de  producción  de 
un  modo  adecuado.  Reconocen  en  el  mo- 
mento de  oirlo  este  s.oplo  de  estenosis  mi- 
tral, como  lo  hago  yo  mismo  en  mi  traba- 
jo corriente,  por  un  ruido  grave  que  ter- 
mina bruscamente.  Se  pierde  mucho  tra- 
bajo, y muchos  fracasan  en  ello,  al  querer 
conocer  este  soplo  por  el  tiempo  en  que  se 
produce,  en  lugar  de  aprender  a conocerle 
como  se  conoce  el  ladrido  de  un  perro”. 

Los  ruidos  del  corazón  tienen,  por  lo 
tanto,  tono,  intensidad  y timbre.  Se  llama 
tono  de  un  sonido  al  número  de  vibraciones 
por  segundo,  intensidad  a la  amplitud  de 
las  oscilaciones  que  vienen  a herir  la  mem- 
brana del  tímpano,  y el  timbre  depende 
del  número  e intensidad  de  los  annónicos. 
Los  sonidos  no  son  generalmente  simples. 
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sino  que  están  formados,  por  la  yuxtaposi- 
sión  de  un  sonido  fundamental  con  sus  ar- 
mónicos. 

Umbral  de  audibilidad  es  la  intensidad 
mínima  (medida  en  dinas  por  centímetro 
cuadrado,  de  presión  ejercida  sobre  la 
membrana  del  tímpano),  capaz  de  desper- 
tar una  sensación  auditiva  en  el  oido  hu- 
mano. Hay  también  un  mínimo  de  fre- 
cuencia de  las  vibraciones  debajo  del  cual 
un  sonido  no  es  perceptible.  Los  ruidos 
de  un  tono  menor  de  20  vibraciones  por  se- 
gundo y los  de  más  de  10,000,  son  inaudi- 
bles, cualquiera  que  sea  su  intensidad.  El 


umbral  de  audibilidad  varía  al  mismo  tiem- 
po con  la  intensidad  del  tono,  según  una 
curva  especial  trazada  por  los  físicos.  El 
tono  al  que  corresponde  la  mayor  sensibi- 
lidad del  oido  humano  es  de  2,000  vibra- 
ciones por  segundo.  Para  tonos,  más  gra- 
ves o más  altos,  el  umbral  se  va  elevan- 
do progresivamente.  Este  fenómeno,  se- 
gún explica  Meneses  Hoyos,  “tiene  gran 
importancia  en  la  auscultación  del  cora- 
zón, pues  para  una  misma  intensidad  fí- 
sica (igual  amplitud  de  las  vibraciones  en 
el  fonocardiograma)  son  más  perceptibles 
los  soplos  ( frecuencia  en  100  y 500),  que 
los  ruidos  normales  con  frecuencia  en  50 
y 100.  Admitiendo  que  el  oido  humano 
tenga  100  por  ciento  de  sensibilidad  para 
los  sonidos  de  2,000  a 2,500  vibraciones 
por  segundo,  su  sensibilidad  es  sólo  0.05 
por  ciento  para  los  ruidos  graves,  de  20  a 
40  vibraciones,  como  los  ruidos  de  galope; 
de  0.9  por  ciento  para  los  de  frecuencia  de 
100,  como  los  del  segundo  ruido,  y de  4.5 
por  ciento  para  los  de  200  vibraciones  por 
segundo,  como  son  los  soplos”. 

Para  medir  la  magnitud  de  los  estímu- 
los, se  emplea  el  exponente  de  la  potencia 
a la  que  hay  que  elevar  a la  constante  “c” 
para  obtener  el  valor  absoluto  de  dicha 
magnitud.  Para  facilidad  de  los  cálcu- 
los se  emplea  una  cantidad  de  las  matemá- 
ticas muy  próxima  al  valor  de  la  constan- 
te, la  raíz  veinteava  de  10,  a la  que  se  lla- 
ma un  “decibel”.  El  “bel”  es  esencialmen- 
te una  unidad  logarísmica,  y un  “decibel” 
es,  como  el  nombre  indica,  su  décima  parte. 

El  umbral  de  sensibilidad  penosa  del 
oido,  corresponde  a 130  decibeles,  el  mur- 
mullo de  las  hojas  agitadas  por  el  viento 
tiene  una  intensidad  de  10  decibeles,  y el 
ruido  del  martillo  contra  el  yunque  equi- 
vale a 114  decibeles.  Cuando  se  ausculta 
directamente  el  tórax,  los  ruidos  del  cora- 
zón corresponden  a una  intensidad  de  10 
decibeles.  El  estetoscopio  o fonendosco- 
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FIGURA  3 
G.  V.  - Edad  /' 

.1  = Sonido  Au7'icular 

pió  aumenta  la  intensidad  de  los  ruidos  ele- 
vando el  número  de  decibeles. 

Ruidos  normales  del  corazón — Al  aus- 
cultar el  corazón  se  aprecian  normalmen- 
te dos  ruidos,  los  llamados  primero  y se- 
gundo ruidos  (“lub-dup”).  Existen  ade- 
más otros  dos  ruidos  inconstantes  y me- 
nos intensos : el  auricular  y el  llamado  ter- 
cer ruido,  que  sólo  se  aprecian  bien  en  el 
fonocardiograma. 

El  primer  ruido  es  grave,  sordo,  sis.tó- 
lico,  y más  apreciable  en  la  región  del  la- 
tido de  la  punta  que  en  los  focos  superio- 


res. Es  esencialmente  de  naturaleza  val- 
vular. Se  produce  por  el  cierre  de  las  vál- 
vulas auriculo-ventriculares.  La  duración 
total  del  primer  ruido  es  de  0.12  a 0.22  de 
segundo.  A pesar  de  que  al  auscultar  en 
el  apex  parece  que  el  primer  ruido  es  más 
intenso  que  el  segundo,  el  fonocardiogra- 
ma del  mismo  sitio  revela  a menudo  que 
la  amplitud  de  la  oscilación  máxima  del 
segundo  ruido  es  mayor  que  la  más  am- 
plia del  primero. 

El  primer  ruido  se  inicia  de  una  a cin- 
co centésimas  de  segundo  después  de  la 
Q del  electrocardiograma  y aparece  en  las 
gráficas  formado  por  tres  partes.  Dos  vi- 
braciones que  s.on  probablemente  de  ori- 
gen auricular  de  0.03  de  segundo,  luego 
vienen  cuatro  o cinco  oscilaciones  más  am- 
plias que  ocupan  de  0.06  a 0.08  de  segun- 
do y que  son  quizás  las  únicas  audibles,  y 
por  último  siguen  de  dos  a cinco  oscila- 
ciones más  pequeñas,  que  van  atenuándo- 
se progresivamente  hasta  desaparecer.  El 
tono  del  primer  ruido  corresponde  a una 
frecuncia  de  50  a 70  vibraciones  por  se- 
gundo. 

Después  del  primer  ruido  viene  el  pe- 
queño silencio  que  dura  de  0.24  a 0.28  de 
segundo.  Se  reduce  a menos  de  0.20  en  las. 
taquicardias  y llega  a más  de  0.34  en  las 
bradicardias. 

El  segundo  ruido  es  breve,  seco,  y de 
tono  más  alto  que  el  primero.  Se  produ- 
ce por  el  cierre  de  las  válvulas  sigmoideas 
(aórtica  y pulmonar)  y consiste  de  dos  a 
cuatro  oscilaciones  principales  y de  dos 
o tres  oscilaciones,  rápidamente  decrecien- 
tes en  amplitud.  La  duración  total  es  de 
0.06  a 0.08  de  segundo  y el  tono  de  80  a 90 
vibraciones  por  segundo.  El  principio  de 
este  ruido  coincide  con  la  iniciación  de  la 
diástole. 

El  tercer  ruido  no  es  generalmente  au- 
dible, aunque  fuera  originalmente  descu- 
bierto por  auscultación  por  Gibson,  Kirsch- 
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FIGURA  4 

C.  I.  M.  - Edad  '¡  - Normal 
Camixtna  colocada  suavemente  sobre  el  toras 

felder  y Thayér.  Aparece  en  forma  de 
dos  o tres  oscilaciones  débiles  y lentas 
en  los  fonocardiogramas  de  niños  y perso- 
nas jóvenes.  El  ruido  se  observa  a una 
décima  de  segundo  del  principio  del  segun- 
do ruido  y dura  de  0.03  a 0.06  de  segundo. 
Lo  produce,  según  la  opinión  de  la  mayo- 
ría de  los  investigadores,  las  vibraciones 
de  las  paredes  del  corazón  y de  las  estruc- 
turas valvulares  provocadas  por  el  brusco 
aflujo  de  sangre  de  las  aurículas  a los  ven 
tríenlos  en  la  protodiástole. 

Los.  ruidos  del  corazón  pueden  sufrir 
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FIGURA  5 

C.  I.  M.  - Edad  '/  - Normal 
Campana  apretada  contra  el  tórax 

modificaciones  en  el  “timbre”  y en  el  “to- 
no” y alteraciones  tales  como  “desdobla- 
miento” y “refuerzo”.  El  segundo  ruido 
puede  ser  intenso,  agudo,  de  timbre  metá- 
lico: el  llamado  ruido  “clangoroso”  de  la 
ateroma  de  la  aorta.  Se  presenta  siempre 
que  las  válvulas  sigmoideas  estén  endure- 
cidas por  la  arterioescleros.is  o por  la  sífi- 
lis. En  la  estrechez  mitral  el  primer  ruido 
puede  ser  breve,  seco,  intenso  y de  tono 
alto,  el  llamado  ruido  “duro”.  Este  “en- 
durecimiento” del  primer  ruido  puede  ser 
el  único  signo  de  la  estenosis  mitral  según 
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indicara  Potain,  pero  este  no  es  un  signo 
patognomónico,  pues,  puede  observarse  en 
los  hipertiroideos  y en  simpaticotónicos. 
Y el  primer  ruido  puede  ser  sordo,  prolon- 
gado y débil:  ruido  velado  como  ocurre 
en  las  endocarditis. 

El  desdoblamiento  (“splitting”  pn  in- 
glés y “dédoublement”  en  francés)  en  per- 
sonas .jóvenes  y normales.,  es  más  frecuen- 
te en  el  segundo  que  en  el  primer  ruido. 
El  desdoblamiento  del  primer  ruido  puede 
ser  presistólico,  sistólico  o mesosistólico. 
El  presistólico  cons.iste  en  un  aumento  en 
las  ondas  auriculares,  que  empiezan  antes 
de  la  onda  Q del  electrocardiograma.  Tie- 
ne la  misma  patogenia  e igual  significa* 
ción  que  el  galope  presistólico,  y como  és- 
te es  frecuentemente  palpable.  Gallavardin 
(1913)  llamó  “ruido  de  tresillo”  y Wol- 
ferth  y Margolies  (1931)  y Lian  y Depa- 
ris  llamaron  al  desdoblamiento  mesosistó- 
lico “chasquido  mesosistólico”.  Este  rui- 
do se  oye  en  la  punta  y no  tiene  significa- 
ción patológica.  El  desdoblamiento  sistó- 
lico del  primer  ruido  se  debe  con  toda  pro- 
babilidad a un  ligero  asincronismo  en  el 
cierre  de  las  válvulas,  auriculo-ventricula- 
res.  King  (1917)  encontró  esta  duplica- 
ción del  primer  ruido  en  sólo  3 por  ciento 
de  500  individuos  normales.  Se  encuentra 
con  mayor  frecuencia  en  la  estrechez  e 
insuficiencia  mitral,  en  la  insuficiencia 
aórtica,  en  las  extrasístoles  ventriculares, 
en  la  taquicardia  paroxística  ventricular, 
en  la  fibrilación  y aleteo  de  las.  aurículas, 
en  la  disociación  auriculoventricular,  en 
el  bloqueo  de  rama  y en  la  hipertensión  ai'- 
terial. 

La  duplicación  o desdoblamiento  del  se- 
gundo ruido  es  un  fenómeno  auscultatorio 
frecuente  en  la  estenosis  mitral  y en  la 
esclerosis  pulmonar.  Se  puede  encontrar 
en  .jóvenes  sanos  al  fin  de  la  ins.piración  o 
al  principio  de  la  expiración.  Se  debe  a, 
asincronismo  en  el  cierre  de  las  válvulas 


sigmoideas  aórtica  y pulmonar.  Tiene,  en 
el  fonocardiograma,  dos  o tres  oscilaciones 
amplias  de  0.04  de  segundo  de  duración 
después  de  un  segundo  ruido  normal.  Un 
pequeño  silencio  de  0.04  de  segundo  sepa- 
ra un  ruido  del  otro. 

La  intensidad  del  primer  ruido  varia 
con  distintos  factores,  entre  ellos  la  proxi- 
midad de  la  sístole  auricular  a la  ventricu- 
lar. Según  sea  más  corto  el  intervalo  P-  R- 
mayor  es  la  intensidad  del  primer  ruido. 
También  es  mayor  la  intensidad  en  los  jó- 
venes delgados  y en  los  enfermos  de  tiro- 
toxicosis,  de  estrechez  mitral  y de  hi- 
pertensión arterial.  Por  otro  lado,  la  obe- 
sidad, la  edad  avanzada,  la  bradicardia,  el 
enfisema,  la  insuficiencia  mitral,  la  peri- 
carditis con  efusión,  las  lesiones  del  mio- 
cardio y el  “shock”  reducen  la  intensidad 
del  primer  ruido. 

El  “refuerzo”  del  segundo  ruido  en  el 
foco  aórtico  se  encuentra  en  casos  de  hi- 
pertensión arterial  y el  “refuerzo”  del  se- 
gundo ruido  en  el  foco  pulmonar  en  todos 
los  casos  donde  exista  hipertensión  pulmo- 
nar y en  los  enfermos  de  estrechez  mitral. 
En  el  reumatismo  se  observa  a menudo  un 
aumento  de  la  intensidad  del  segundo  so- 
nido en  el  foco  pulmonar,  y al  mismo  tiem- 
po una  disminución  del  primer  ruido  en  la 
punta.  Los  ruidos,  de  galope  propiamente 
dicho,  son  dos:  el  presistólico  y el  proto- 
diastólico.  Cuando  por  razones  cronológi- 
cas coinciden  en  tiempo  el  ruido  presistó- 
lico con  el  protodiastólico  se  le  llama  “ga- 
lope de  suma”.  El  galope  presistólico  no 
es  otra  cosa  que  la  exageración  del  ruido 
auricular.  Aparece  en  los  fonocardiogramas 
como  una  o dos  oscilaciones  amplias,  que 
ocupan  0.04  a 0.08  de  segundo,  y que  se 
localizan  0.04  a 0.14  de  segundo  después 
de  la  onda  P del  electrocardiograma.  “Es- 
te ruido”,  decía  Potain,  “es  sordo,  mucho 
más  que  un  ruido  normal;  es,  un  levanta- 
miento sensible,  apenas  es  un  ruido.”  Cuan- 
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do  se  tiene  la  oreja  aplicada  sobre  el  pe- 
cho, afecta  a la  sensibilidad  táctil  acaso 
más  que  a la  auditiva.”  El  galope  auricular 
o presistólico  puede  encontrarse  en  la  es- 
trechez mitral,  pero  desaparece  cuando  se 
presenta  la  fibrilación  auricular.  Es  más 
notable  y de  grave  pronóstico  en  los  casos 
de  hipertensión  arterial  y en  las  lesiones 
del  miocardio  cuando  existe  bloqueo  atrio- 
ventricular o bloqueo  de  rama. 

La  exageración  del  tercer  ruido  normal 
produce  el  galope  protodiastólico  y apare- 
ce en  el  fonocardiograma  como  una  o dos 
oscilaciones,  a 0.08  y 0.14  de  segundo  des- 
pués del  segundo  ruido.  Si  este  ruido  es 
el  “chasquido  de  apertura”  de  la  válvula 
mitral  descrito  por  Potain  como  signo  de 
estenosis  mitral,  o es  el  galope  protodias- 
tólico producido  en  algunos  pacientes  con 
dilatación  cardíaca  por  el  llenado  rápido 
de  los  ventrículos,  es  difícil  de  determinar- 
se por  auscultación,  ni  aún  por  fonocar- 
diografía. 

Uno  de  los  capítulos  de  la  Cardiología 
todavía  en  revisión  es  el  de  los  soplos. 
¿ Dónde  se  originan  realmente : en  los  velos 
valvulares,  en  la  corriente  sanguínea  o en 
la  pared  vascular  que  queda  por  encima  de 
la  válvula?  ¿Cómo  se  trasmite  mejor  un 
soplo:  por  la  sangre  o por  los  tejidos  ve- 
cinos? ¿Cuándo  es  más  intenso  un  soplo: 
cuando  la  insuficiencia  vascular  es  ligera 
o cuando  es.  grande?  Estas  son  sólo  algu- 
nas de  las  muchas  preguntas  que  no  tie- 
nen aún  contestación  satisfactoria. 

Levine®  ha  demostrado  sin  dejar  lugar 
a dudas,  que  los  soplos  no  se  tras.miten  por 
la  corriente  sanguínea,  sino  que  se  propa- 
gan en  todas  direcciones  desde  su  punto 
de  origen  y son  conducidos  especialmente 
por  el  tejido  óseo.  Los  sonidos  viajan  a 
una  velocidad  mucho  mayor  que  la  de  la 
corriente  sanguínea  y puede  decirse  que  un 
soplo  se  'trasmite  a través  de  ella  igual 


que  puede  hacerlo  a través  de  cualquier 
otro  tejido  conductor  no  circulante. 

D/esde  hace  algún  tiempo  nosotros  cla- 
sificamos la  intensidad  de  los  soplos,  por 
grados,  siguiendo  a Levine.  Los  grados  de 
intensidad  van  desde  uno  has.ta  seis.  Se 
designa  como  de  primer  grado  al  soplo  más 
débil,  como  de  sexto  grado  al  más  fuerte 
que  se  puede  oir  con  el  estetoscopio  ligera- 
mente separado  del  tórax,  y como  grados 
intermedios  a los  comprendidos  entre 
ambos,  extremos.  Los  soplos  sistólicos  de 
primer  grado  y,  a veces,  los  de  segundo 
grado,  se  encuentran  frecuentemente  en 
sujetos  sanos.  Los  de  tercer  grado  para 
arriba  indican  casi  siempre  afecciones  or- 
gánicas del  corazón. 

La  velocidad  de  la  sangre  en  las  cavi- 
dades cardíacas  y en  los  grandes  vasos  es 
un  factor  importante  en  la  producción  de 
soplos  y en  la  determinación  de  su  inten- 
sidad. Ella  es  la  responsable  de  la  apari- 
ción de  soplos,  sistólicos  con  el  ejercicio 
en  sujetos  normales  y de  la  percepción  de 
soplos  presistólicos  en  la  estenosis  mitral. 
Los  soplos  débiles.,  aunque  debidos  a en- 
fermedad cardíaca,  pueden  desaparecer 
con  la  inspiración  profunda. 

Tienen  los  soplos  un  tono  más  alto  que 
los  ruidos  normales  y un  timbre  peculiar; 
duran  de  0.08  de  segundo  a más  de  0..j0 
de  segundo  y presentan  un  número  de  vi- 
braciones no  menor  de  noventa. 

Los  soplos  orgánicos  varían  en  intensi- 
dad, en  focos  de  auscultación,  en  sus  irra- 
diaciones, en  su  timbre  y en  su  tono.  Los 
hay  agudos,  y graves,  suaves  y ásperos. 
A veces  los  acompaña  el  “thrill”  o tem- 
blor catáreo,  cos.a  que  no  ocurre  con  los 
soplos  funcionales. 

Hacemos  ahora  una  descripción  suscin- 
ta de  los  soplos  que  encontramos  con  más 
frecuencia,  excluyendo  los  soplos  funciona- 
les. 

El  soplo  sistólico  de  estenosis  aórtica 
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es  intenso,  rudo  y de  tono  variable.  Está 
frecuentemente  acompañado  de  ‘temblor 
catáreo”  y llega  a su  máximo  en  la  meso- 
sístole  (momento  del  vaciamiento  rápido 
del  ventrículo  izquierdo). 

El  soplo  sistólico  de  la  punta  en  la  in- 
suficiencia mitral  orgánica^ — al  principio 
generalmente  es  débil  y puede  pasar  des- 
aipercibido  al  oido  humano.  Más  tarde 
cuando  las  válvulas  sufren  alteraciones,  es- 
clerósicas, el  ruido  se  vuelve  muy  intenso 
y de  carácter  “decreciente”. 

El  soplo  presistólico  o diastólico  de  la 
estrechez  mitral,  en  contraste  con  el  an- 
terior, se  intensifica  en  la  pres.ístole  con 
carácter  “in  crescendo”,  es  de  tono  eleva- 
do y de  una  frecuencia  entre  200  y 400  vi- 
braciones por  segundo.  Con  frecuencia  se 
palpa  el  temblor  catáreo.  Cuando  el  tim- 
bre es  áspero  compara  al  de  un  chorro  de 
vapor.  Los  franceses  le  llaman  “roule- 
ment”  o redoble  de  tambor  y su  onomato- 
peya  imita  más  a una  “erre”  que  a una 
“efe”.  El  redoble  diastólico,  el  soplo  pre- 
sistólico, el  primer  ruido  neto  y breve,  el 
soplo  mesosistólico  y el  desdoblamiento  del 
segundo  ruido  que  se  encuentran  en  los  ca- 
sos clásicos  de  estrechez  mitral  los  imita 
muy  bien  la  onomatopeya  de  Durosiez: 
“rroof-t-ff-tata”. 

El  soplo  sistólico  de  estenosis  pulmo- 
nar es  rudo  e intenso.  En  el  mismo  foco 
se  oye  el  de  la  persistencia  del  conducto 
arteriovenoso. 

El  soplo  diastólico  de  la  insuficiencia 
aórtica  es  generalmente  débil,  ocurre  inme- 
diatamente después  del  segundo  ruido  y 
no  se  prolonga  más  de  0.10  a 0.20  de  se- 
gundo, decreciendo  paulatinamente  en  in- 


tensidad. El  soplo  es  netamente  proto- 
diastólico,  de  tono  alto  y de  timbre  suave 
“aspirativo”. 

El  soplo  de  la  comunicación  intraven- 
tricular lo  describió  Roger  (1879)  así: 
“Generalmente  es  intenso;  su  máximo  no 
está  en  la  punta,  ni  en  la  base,  sino  en  la 
parte  superior  de  la  región  precordial,  co- 
locado hacia  la  parte  media  como  lo  es- 
tá el  tabique  interventricular.  Es  simple 
y generalmente  prolongado,  principiando 
con  la  sístole  y cubriendo  a los  dos.  ruidos 
normales  (prolongación  no  frecuente  en 
los  soplos  de  la  endocarditis) ; sustituye  o 
cuando  menos  oculta  a los  ruidos  de  tic- 
tac normales.  Es  estacionario,  sin  trasmi- 
sión a lo  largo  de  los  grandes  vasos.  Des- 
de el  punto  central  donde  tiene  su  máximo 
se  extiende  decreciendo  por  igual  en  todas 
direcciones,  regularmente,  según  la  distan- 
cia a que  se  ausculte  del  centro.  El  soplo 
coincide  con  un  fuerte  impulso  de  la  masa 
total  del  corazón,  sin  un  impulso  aprecia- 
ble en  la  punta,  y está  acompañado  de  tem- 
blor catáreo  de  gran  extensión”. 

RESUMEN 

Hemos  presentado  un  resumen  de  la 
física  del  sonido  en  su  relación  con  los  rui- 
dos normales,  y patológicos,  del  corazón, 
y además  datos  estetacústicos.  y fonocar- 
diográficos  de  los  mismos.  No  pretende- 
mos insinuar  que  la  fonocardiografía  pue- 
da sustituir  a la  auscultación,  pero  cree- 
mos que  la  complementa  y que  constituye 
un  medio  de  precisión  capaz  de  resolver  las 
dudas  y discrepancias  que  se  presenten  a 
la  exp. oración  corriente. 
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ACUTE  SEGMENTAL  ENTERITIS 

FERNANDO  ASENCIO  M.D.,  F.A.C.S. 

Bayamón,  P.  B. 


Diagnosis  and  Symptomatology. 

Acute  Segmental  Enteritis  is  a fre- 
quent intestinal  disease  among  native  born 
Puerto  Ricans.  The  material  for  such  sta- 
tis.tical  incidence  has  been  obtained  from 
the  emergency  admissions  at  the  Bayamón 
District  Hospital.  It  must  be  said  that  at 
the  beginning  the  clinical  condition  was 
found  accidentally  in  the  operating  thea- 
ter following  medical  consultations  on  an 
acute  abdominal  pain  associated  with  high 
leucocytosis. 

Etiologically  speaking,  regional  enteri- 
tis is  a pathological  condition  of  unexplain- 
ed origin,  but  this  paper  attempts  to  de- 
monstrate that  acute  mesenteric  lympha- 
denitis is  a transitional  clinical  syndrome 
precursory  to  acute  regional  enteritis. 
Both  diseases  are  of  lymphogenous,  origin. 

48  cases  of  both  clinical  entities  are 
presented  to  correlate  the  relationship  of 
this  finding  to  regional  ileitis,  or  the  so 
called  chronic  sfenosing  enteritis.  For  prac- 
tical purposes,  regional  enteritis  is  the  sim- 
plest terminology  which  will  be  used  in 
this  discussion. 

It  is  obvious  that  diseases,  of  lympha- 
tic origin  predominate  in  the  tropics.  Be- 
cause of  its  chronic  behavior  the  disease 
should  be  expected  to  occur  with  much 
more  frequency  in  tropical  countries.  In 
two  years  incidence  at  this  hospital,  the 
number  of  cases  are  very  much  out  of  pro- 
portion to  the  incidence  reported  in  the 
American  literature  from  any  single  hos- 
pital. 

Clinically,  a case  of  acute  regional  en- 
teritis behaves  like  a case  of  acute  mesen- 
teric lymphadenitis.  They  are  both  emer- 


gencies, belonging  exclusively  to  the  do- 
main of  the  medical  man,  provided  he  eli- 
cits three  signs. 

(1)  Occult  blood  in  the  stools.  Tarry 
stools  in  severe  cases. 

(2)  High  leucocytosis  over  15 — 18,000. 

(a)  With  relatively  normal  diffe- 
rential in  some  cases. 

(b)  Eosinophilia. 

(3)  Flaccidity  of  the  abdomen  out  of 
proportion  to  the  acute  pain. 

The  abdominal  pain  is  severe  and  ex- 
cruciating with  intermittent  cramps  not 
particularly  associated  with  nausea,  or 
constipation.  The  palpation  of  the  abdo- 
men reveals  an  indefinite  tenderness,  with- 
out rigidity  and  in  some  cases  rebound 
tenderness  may  be  elicited,  while  in  others 
there  is  a characteristic  doughy  feeling. 
These  patients  are  young  adults,  from  ado- 
lescence to  the  middle  thirties,  with  a com- 
paratively negative  his.tory  for  gastroen- 
teric disorders.  There  is  no  fever,  no  evi- 
dences of  shocking  pain,  except  a stran- 
gury of  the  epigastrium  which  is  dramat- 
ic. 

These  patients  were  brought  to  medi- 
cal consultation  and  impressed  the  clinic- 
al mind  on  dubious  watchful  waiting. 
Morphine  with  atropine  eased  the  pain 
temporarily.  The  white  blood  counts,  im- 
pressed the  physician  with  possibilities  of 
surgical  intervention. 

Except  for  the  high  leucocytosis  of  the 
emergency  blood  count  the  clinical  patho- 
logy is  irrevelant.  Blood  chemistry  is  nor- 
mal in  most  cases.  The  occult  blood  when 
persistently  present  in  daily  specimens,  is 
of  definite  prognostic  value.  The  acute- 
ness of  the  abdominal  pain,  the  relative 
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flaccidity  of  the  abdomen  without  any  spe- 
cific point  tenderness,  and  high  leucocy- 
tosis  are  the  main  diagnostic  points. 

A rather  unusual  sign  of  regional  ilei- 
tis among  adults  in  the  late  age  is  the  de- 
finite induration  of  the  cecum.  These 
cases  have  a palpable  mass  on  the  right 
lower  quadrant  which  is  soft  ballotable 
and  compressible.  Pain  is  only  present 
when  peristaltic  unrush  creates  a cramp, 
or  a bowel  movement. 

Frequent  stools  may  render  the  patient 
cachectic  and  anemic,  but  rarely  is.  there 
obstruction  of  the  ileocecal  valve.  Very 
few  cases  in  Puerto  Rico  are  of  the  chro- 
nic ulcerative  variety. 

Clinically  the  patients  with  regional 
enteritis,  behave  like  patients  with  attacks 
of  acute  colitis,  except  that  there  is  no 
constipation  or  diarrhea.  The  bowels  tend 
to  be  normal,  and  there  is  no  tenesmus. 
No  history  of  digestive  disturbances  can 
be  demonstrated.  Nausea  or  vomiting  does 
not  seem  to  be  a significant  finding. 

The  disease  has  a tendency  towards 
clinical  improvement  under  medical  man- 
agement, and  as  it  concerns.  Puerto  Rico, 
the  patients’  complaints  recur  whether 
medically  or  surgically  treated.  In  the  re- 
latively short  follow-up  of  these  cases,  the 
patients  with  acute  mesenteric  lymphade- 
nopathy  associated  with  appendectomies, 
seem  to  rally  slowly  from  the  pos.t-opera- 
tive  convalescence.  Those  with  regional 
enteritis  of  undetermined  etiology  are 
anemic,  but  apparently  well  from  the  in- 
testinal complaints.  The  fistulous  variety 
seldom  heals  and  becomes  difficult,  skep- 
tical cases  to  handle,  by  s.urgery. 

In  the  operating  room  one  observes 
acute  mesenteric  lymphadenopathy  asso- 
ciated with  diseased  segments  of  intes- 
tines, and  edematous  thickening  of  the  in- 
testine, atony,  and  a glistening  intersti- 
tial edema.  The  mesenteric  nodules  vary 


in  size  from  discrete  boiled  tapioca  grains 
to  the  size  of  small  marbles,  the  former, 
along  the  most  dependent  portions  of  the 
mesenteric  apron,  and  the  latter,  like  large 
discrete  white  nodules  at  the  root  of  the 
mesentery.  The  intestine  most  invaded  by 
nodular  lymph  enlargements,  appears 
more  engorged  and  segmentally  congested. 

Chronic  mesenteric  lymphadenopathy 
is  the  commonest  surgical  finding  among 
undernourished  people  complaining  of  ill 
defined  abdominal  pains,  peptic  ulcer  syn- 
dromes, and  ileocecal  valvular  pain,  so  of- 
ten mistaken  in  Puerto  Rico  for  appendi- 
citis,. The  fact  is,  that  many  have  appen- 
dectomy scars  from  previous  operations, 
and  then  persist  in  developing  recurring 
abdominal  pains  associated  with  anorexia, 
secondary  anemia.  Sprue  is  suspected  in 
many  of  these  cases,  and  the  deficiency 
syndrome  is  obviously  pointed  out. 

Comparative  Survey  of  the 
Present  Literature : 

In  surveying  the  literature  many  au- 
thors argue  appendicitis  as  an  etiological 
factor,  because  each  observer  differs  in 
the  conception  of  the  disease,  and  the  va- 
luable experience  from  every  clinic  has.  a 
different  angle  on  the  clinical  behaviour 
of  regional  enteritis. 

Classifications  of  the  disease  have  been 
made  clinically  into  (1)  an  acute  type  si- 
mulating appendicitis,  (2)  a type  causing 
ulcerative  enteritis,  (3)  another  causing 
small  bowel  obstruction,  and  (4)  a final 
type  characterized  by  persistent  intract- 
able fistulas  occurring  either  spontaneous 
or  following  operation. 

Crohn  and  Junich  defines,  the  disease  as 
an  ileojejunitis,  and  ulcerative  granuloma- 
tous disease  extending  orally  for  variable 
distances,  in  which  it  is  difficult  to  exclude 
a non  tropical  sprue  and  the  intestinal  ma- 
nifestations of  the  deficiency  diseases. 
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Riebsn  in  Germany  quotes  Sproull’s 
132  cases  in  which  the  terminal  ileum  is 
involved  in  37%,  ileum  and  ileocecal  valve 
in  13%,  ileum  and  cecum  in  25%,  The 
cecum  in  8%.  Other  parts  of  the  large 
intestine  1.5%  and  the  jejumun  4%.  In 
my  series  of  26  intussusceptions,  among 
adults,  in  this  hospital,  mesenteric  lym- 
phadenitis and  regional  enteritis  seem  to 
be  precipitating  factors. 

The  recent  literature  on  the  subject  is 
filled  with  interesting  reports  of  cases: 

Allen,  J.  C.  Bell  describes  the  disease 
in  Australia;  Marshall  reviews  48  cases 
in  six  years  at  Lahey  Clinic ; Smithy  H.  S. 
presents  cases  of  acute  regional  enteritis, 
similar  to  those  observed  in  this  hospital. 
Baird  and  Penner  describes  other  varieties 
of  the  disease  in  v/hich  fistulous,  tracts  de- 
velop as  further  complications 

Ginzburg,  Leon,  Garlock,  Eliason, 
Johnson  and  Fallis  go  into  surgical  and 
pathological  considerations,  all  of  which 
have  been  of  common  experience  in  this 
hospital  as  well.  Brovm  and  Donald  re- 
view 178  cases,  of  regional  enteritis  from 
the  Mayo  Clinic.  From  this  178,  82  cases 
had  been  operated  on  one  or  more  times. 
In  42  cases  fistulas  occurred.  There  were 
16  postoperative  deaths  and  17  deaths 
with  their  same  condition  later  in  life. 

My  personal  experience  viewed  in  this 
hospital  is  that  regional  enteritis  behaves 
milder  in  Puerto  Ricans,  because  of  the 
relative  absence  of  postoperative  adyna- 
mic ileus  in  the  surgical  wards.  While 
Gius  and  Paterson  go  into  a critical  re- 
view of  postoperative  ileus,  (Surg.  Gyn. 
Oct.  1944),  I am  pleased  to  find  that  this 
is  the  least  of  our  postoperative  worries 
in  abdominal  surgery.  When  it  does  occur, 
we  are  faced  with  peritonitis  and  infection 
as  the  only  positive  etiological  factor  of 
serious  consequences. 

Regional  Enteritis  has  been  explained 


to  the  medical  profession  as  an  enteric  dis- 
turbance without  realizing  that  the  funda- 
mental etiology  is  in  the  lymphatic  obs- 
truction of  the  mesentery.  The  extra- 
ordinary review  of  Wilensky  on  Lympha- 
denopathy  has  influenced  American 
thought  into  the  belief  that  mesenteric 
lymphadenopathy  is  a clinical  entity  by 
itself.  In  the  support  of  my  contentions 
I have  not  added  new  ideas  on  the  subject 
because  Bockus  in  his  latest  textbook 
brings  forth  similar  conclusions  although 
in  a speculative  manner. 

This  paper  attempts  to  demonstrate 
the  frequency  with  which  mesenteric  ade- 
nitis is  so  intimately  associated  with  ap- 
pendicular pathology.  Parasites,  in  Puer- 
to Rico  may  permanently  damage  the  lym- 
phatic structures  of  the  mesentery,  thus 
producing  alternating  clinical  features, 
which  may  become  in  many  cases,  regional 
enteritis. 

The  experience  with  the  disease  in 
Puerto  Rico  is  far  more  common  than  the 
ordinary  experience  in  the  American  Hos- 
pitals and  the  objective  has  been  to  asso- 
ciate microscopic  pathology  of  the  appen- 
dix with  that  of  the  ileocolic  mesenteric 
lymph  nodes  in  26  cases. 

The  graphic  demonstrations  of  many 
of  these  cas.es  is  obvious.  The  disease  is 
predominantly  a lymphatic  disease  because 
in  Puerto  Rico  the  mesentery  hypertro- 
phies much  more  so,  and  the  intestine  does 
not  lend  itself  to  a complete  curtailment 
of  lymphatic  supply  as  you  see  in  Ameri- 
can textbooks,.  The  disease  behaves  pretty 
much  as  the  chronic  recurrent  inflam- 
mation of  cystic  hygromas  of  the  skin. 

There  is  a decided  difference  in  the 
physiological  behaviour  of  the  lympha- 
tics among  people  living  in  the  tropics.  The 
dietary,  humidity  and  the  parasitic  factors 
which  surrounds  the  individual  bears  great 
weight  on  the  mechanism  of  adjustments. 
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Primbram’s.  conception  of  mesenteric 
lymphadenitis  with  relation  to  the  ileoco- 
lic region  is  the  nearest  answer  to  the 
frequet  experience  with  regional  enteritis 
and  mesenteric  lymphadenitis  at  the  Ba- 
yamón  District  Hospital.  He  exposes  the 
view  that  chronic  lymphangitis  of  the 
mesenterium  is  many  times,  observed  from 
localized  enteric  inflammation  at  the  ap- 
pendiceal proximity  of  the  ileum.  These 
local  inflammatory  lesions  lead  to  forma- 
tion of  lymphatic  cords  which  ultimately 
predisposes  to  adenitis,  inflammations,  ci- 
catricial formation,  and  adhesions.  The 
subserous  plexus  of  the  lymphatics  is  in- 
volved. The  reason  why  these  patients  do 
not  improve  after  appendectomies  is  be- 
cause the  lymphatics  of  the  portal  fissure 
are  involved.  There  may  be  residual  in- 
traabdominal changes  in  the  form  of  peri- 
cholecystitis,, periduodenitis,  ileitis,  or  dis- 
tal segmental  enteritis.  (See  diagrams). 

Regional  enteritis  has  been  discussed 
as  an  allergic  mechanism  of  the  gut,  about 
the  same  as  mesenteric  lymphadenitis,  has 
been  defined  as  an  angioneurotic  edema 
of  the  intestinal  tract.  Very  little  support 
can  be  given  to  the  possibility  of  an  al- 
lergic bacterial  antigen.  We  must  bear  in 
mind  that  lymphatic  inflammation  is  char- 
acterized by  intestitial  cellulitis.  A his- 
tory of  asthma  and  sinusitis  was  obtained 
in  only  five  am.ong  a total  of  26  lympha- 
denitis cases. 


Discussion  of  Sialistical  Data: 

In  the  study  of  the  cases  presented  in 
this  paper  a very  particular  grouping  into 
five  types  has  been  m.ade  according  to  the 
surgical  pathology  faced  in  the  operating 
room. 

1.  Multiple  mesenteric  adenopathy 

with  segmental  congestion  of  the 
small  intestine.  Appendectomies 
were  performed  on  these  cases 
and  biopsies  of  the  mesentery 
were  taken. 

2.  Acute  ulcerative  ileitis  or  jejunitis 

of  undetermined  etiology. 

3.  The  segmental  stenosing  regional 

enteritis  with  lymphedema,  and 
suggestive  of  strangulation  by 
gangrene. 

4.  The  chronic  stricture  type  with 

giant  cell  tubercles,  and  much  of 
the  pathology  which  Hadfield 
claim  as,  invariably  characteris- 
tic of  regional  enteritis. 

5.  Schistosomal  regional  ileitis.  A pe- 

culiar phase  of  mesenteric  adeno- 
pathy associated  with  subserosal 
invasion  of  the  intestinal  lympha- 
tics which  eventually  transformed 
into  a regional  enteritis  due  to 
the  ova  in  large  numbers  affect- 
ing the  mucosa  of  the  intestine. 


Mesenteric  Lymphadenopathy  with  Appendicitis  — 26  cases 


Unit  No. 

Age 

S2117 

J.G. 

female 

17 

Dilatation  of  Lumen  of  Appendix  - Chronic  lym- 

phadenitis. 

28803 

V.M. 

male 

5 

Normal  Appendix  - Acute  Lymphadenitis 

S2102 

A.D. 

female 

17 

Normal  Appendix  - Chronic  Lymphadenitis 

34785 

J.N. 

female 

21 

Normal  Appendix  - Chronic  Lymphadenitis 

33263 

H.B.  • 

male 

13  col 

Normal  Appendix  - Chronic  Lymphadenitis 

14 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


30891 

R.S. 

male 

17 

Normal  Appendix  - Acute  Mesenteric  Adenitis 

33406 

M.L. 

male 

35 

wh 

Acute  Appendicitis  - Chronic  Lymphadenitis 

E.F. 

male 

18 

>> 

Acute  Appendicitis  - Chronic  Lymphadenitis 

19376 

G.R. 

female 

2 

>> 

Acute  Cholecystitis  - Chronic  Lymphadenitis 

33447 

F.A. 

male ' 

24 

Acute  Appendicitis  - Chronic  Lymphadenitis 

33449 

A.S. 

male 

34 

Eosiniphilic  infiltration  - Acute  Mesenteric 

33284 

N.S. 

male 

24 

wh 

Acute  Appendicitis  - Acute  Lymphadenitis 

27220 

F.F. 

male 

7 

ff 

Normal  Appendix  - Chronic  Lymphadenitis 

35236 

J.M. 

male 

19 

col 

Chronic  Lymphadenitis  - Dilatation  of  Lumen  of 
Appendix. 

14928 

J.M.P. 

male 

32 

wh 

Chronic  Appendicitis  - Chronic  Lymphadenitis 

35172 

C.R. 

male 

23 

99 

Acute  Appendicitis  - Chronic  Lymphadenitis 

35048 

J.O. 

male 

25 

99 

Pseudo  Tubercle  in,  the  Appendix  - Chronic  fi- 
brosis of  Lymph  node.  Mesenteric. 

34623 

J.C. 

male 

18 

99 

Chronic  Lymphadenitis  - Normal  Appendix 

35048 

J.O. 

male 

25 

99 

Chronic  Appendicitis  due  to  parasite  - Chronic 
Lymphadenitis 

S2180 

A.S. 

male 

24 

99 

Eosinophilic  Infiltration  of  Appendix  - Acute  Me- 
senteric Adenitis. 

14928 

J.M.P. 

male 

32 

99 

Chronic  Appendicitis  - Chronic  Lymphadenitis  of 
mesenteric  lymph  node. 

36860 

M.A.V. 

female 

12 

99 

Chronic  Appendix  - Chronic  Mesenteric  Lymph- 
adenitis. 

37231 

M.B. 

male 

7 

99 

Acute  Suppurative  Appendicitis  - Mesenteric 
Lymph  node. 

33584 

J.G. 

female 

37 

99 

Chronic  Appendicitis  with  Parasitic  infestation  - 
chronic  Mesenteric  Adenitis. 

29059 

J.D. 

male 

37 

99 

Schistosoma  of  the  Appendix  - Chronic  Lymphade- 
nitis. 

38081 

L.R.R. 

male 

7 

99 

Acute  Suppurative  Appendicitis  - Chronic  mesen- 
teric adenitis. 

Acute  Ulcerative  Ileitis  — 15  cases. 


Unit  No.  Age 


28616 

I.F.A. 

7 

col 

Chronic  Lymphadenitis  - Acute  Regional  Enteritis 

27667 

A.V. 

17 

wh 

Regional  Enteritis  with  Ulceration. 

27369 

I.V. 

17 

99 

Ulceration  of  Intestine. 

28902 

C.R. 

20 

99 

Acute  Regional  Enteritis  with  Ulcerations. 

37021 

J.F. 

20 

99 

Acute  Ulcerative  ileitis. 

35877 

A.T. 

29 

99 

Stenosing  enteritis  due  to  predominating  mesen- 
teric lymphatic  pathology.  T.B.  of  mesenteric 
lymph  node  with  involvement  of  the  ileum. 

27220 

I.R. 

7 

wh 

Regional  Enteritis  (Illustrations). 
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37261 

J.C. 

46 

9f 

Acute  chronic  ileitis. 

37890 

R.R. 

18 

79 

Acute  ulcerative  ileitis  with  involvement  of  the 
appendix. 

37629 

V.V. 

42 

99 

Chronic  ileitis  Gangrene  of  intestine. 

S2666 

A.G. 

15 

99 

Regional  Ileitis. 

S2913 

P.J.R. 

36 

9 9 

Regional  Ileitis. 

S2844 

F.E. 

15 

col 

Chronic  enteritis. 

S2818 

A.O. 

38 

wh 

Regional  enteritis. 

S2867 

D.C. 

45 

col 

Regional  Ileitis. 

Chronic  Stricture  Type  — Tuberculosis  — 3 cases 

18014  C.M.  Normal  Appendix  - T.B.  of  ileum. 

25887  S.V.  Normal  Appendix  - T.B.  of  small  intestine. 

26879  L.C.  T.B.  of  ileum  with  ulceration. 

Schistosomal  — 1 case 

35172  C.R.  23  Chronic  ileitis. 

Chronic  Fistulous  Type 
due  to  T.B.  (doubtfully) 

S292  M.L.C.  T.  B.  of  Peritoneum  - Chronic  Lymphadenitis. 

24680  F.O.  Chronic  Typhlitis. 

31576  Di.C.  Fistulous  tract  of  Abdominal  Wall  due  to  T.B.?? 


Among  the  twenty-five  cases  of  mesen- 
teric lymphadenopathy  we  are  impressed 
by  the  fact  that  the  relationship  of  the 
ileal  node  is  not  always  direct  with  the 
appendicular  pathology. 

1.  Normal  appendix  vs.  acute  or  chro- 
nic lymphadenitis 9 cases, 

2.  Chronic  appendicular  pathology  as- 

sociated with  chronic  mesenteric 
adenopathy 8 cases. 

3.  Acute  inflammatory  appendicitis 

was  strikingly  associated  with  chro- 
nic lymphadenitis  in 7 cases. 

We  find  acute  mes.enteric  adenitis  asso- 
ciated with  focal  eosinophilic  infiltration 
due  to  parasites  in  3 cases  and  only  one  in 
which  a normal  appendix  was  found. 


Although  the  data  presented  is  small, 
one  cannot  deny  the  factor  of  appendiceal 
etiology.  The  future  of  further  develop- 
ments along  the  ileum  and  the  mesenteric 
adenopathy  will  often  be  repeated. 

The  incidence  of  acute  ulcerative  ileitis,, 
sometimes  of  acute  jejunitis,  can  well  be 
considered  extraordinary  in  incidence  and 
undefined  etiology.  Dr.  Enrique  Koppisch, 
who  has  examined  the  slides  of  these  cases 
has  often  wondered  why  regional  enteritis 
in  Puerto  Rico  does  not  correspond  to  the 
lesions  described  by  American  observers. 

The  clinical  experience  of  the  cases  seen 
on  admission  at  this  hospital  has  been 
faced  as  emergencies.  Etiologically  speak- 
ing, even  trauma,  was  clearly  brought 
forth  in  one  case.  Parasitosis,  of  different 
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varieties  have  been  responsible  for  ulcera- 
tive ileitis.  Schistosomiasis  associated  with 
focal  eosinophilic  infiltration  and  nodular 
liver  has  given  us  the  acute  and  chro- 
nic lymphadenitis,  followed  by  chronic 
ileitis.  In  another  striking  case  trichuris 
ova  and  tenia  saginata  were  found  in  the 
appendix  coincidentally  v/ith  a very  ex- 
tensive acute  ulcerative  ileitis. 

We  are  more  cautiously  wondering  at  a 
gangrenous  intestine,  particularly  in  old 
patients,  secondary  to  chronic  ileitis.  Two 
cases  are  presented  with  these  findings 
associated  with  multiple  fistulae,  fibrous 
tags,  wound  disruption,  cachexia,  and  slow 
healing  taking  place  by  granulation.  Many 
of  these  patients  are  as  low  as  24%  in 
hemoglobin. 

Four  cases  of  Tuberculosis  of  the  in- 
testine are  presented  very  similar  to  the 
segmental  stricture.  These  cases  however, 
are  typical  mucosa  strictures  of  the  intes- 
tine with  corresponding  mesenteric  lymph- 
adenopathy.  The  pathological  reports  have 
been  negative  for  Ziehl-Neelsen  stains,  but 
in  spite  of  that,  the  criteria  is  based  on 
giant  cells  of  the  Langham’s  type.  The 
patients  had  uneventful  recoveries.  No  re- 
currence of  abdominal  symptoms  have 
been  present  so  far  in  these  cases. 

The  following  two  pathological  reports, 
represent  the  typical  pathology,  associated 
with  chronic  lymphadenitis  and  appendi- 
ceal schistosomal  infestation. 

Case  no.  S2344 : 

Gross:  The  specimen  consists  of  an  appendix 
measuring  7.2  cms.  in  length  and  1 cm.  in  dia- 
meter. Transections  reveal  the  lumen  to  be  filled 
with  yellowish-green  liquid  feces  intermixed  with 
mucus.  In  addition  a lymph  node  is  received  with 
an  attached  piece  of  fatty  tissue.  The  lymph  node 
measures  1 x 0.9  x 0.7  cms.  The  piece  of  fatty 
tissue  measures  1.8  x 1.5  x 0.7  cms.  Transections 
of  the  lymph  node  reveal  homogeneously  yellow- 
ish-brown cut-surfaces.  On  section  of  the  fatty 
piece  of  tissue  nothing  unusual  is  seen. 

Microscopic:  Appendix:  In  two  sections  the  coats 


show  slight  edema.  In  one  of  these  there  is  a 
small  area  of  fibro-blastic  reaction  with  a pink 
hazy  center,  which  may  represent  a cross-section 
of  the  body  of  a parasite.  Several  small  groups 
of  small  lymphocytes  are  present  in  the  serosa 
and  mesoappendix  in  one  section.  In  the  muscle 
layer  of  two  sections  there  is  an  overabundance 
of  eosinophilis.  Lymph  Node:  There  is  very 
slight  increase  in  fibrous  tissue.  There  is  no 
evidence  of  acute  inflammation.  Fatty  Tissue: 
There  is  some  increase  of  fibrous  tissue.  Small 
lymphocytes  are  lightly  scattered  throughout. 

Diagnosis:  Pseudo-tubercle  in  serosa  of  appendix 
due  to  parasite  (?);  fibrosis  of  mesenteric  lymph 
node,  slight:  fibrosis  and  chronic  inflammation  of 
mesenteric  fatty  tissue,  slight. 

NATHAN  RIFKINSON,  M.  D. 


Case  No.  S-2283 

Gross:  The  specimen  consists  of  an  appendix 
measuring  7.2  cms.  in  length  and  0.6  cms.  in 
diameter.  On  section  the  lumen  is  seen  to  be 
very  narrow  but  the  coats  do  not  appear  abnor- 
mal. In  addition  a lymph  node  is  received  and 
a very  small  piece  of  serosal  tissue.  The  lymph 
node  measures  1.2  x 0.7  x 0.5  cms.  On  section  its 
cut  surfaces  are  gray.  The  piece  of  serosal  tissue 
measures  not  over  0.1  cms.  in  main  dimension. 
One  surface  is  covered  by  serosa,  and  the  other 
surface  is  irregular  and  gray.  On  section  the  cut 
surfaces  are  homogeneously  gray.  All  embedded. 

Microscopic:  The  serosal  tissue  described  grossly 
includes  portions  of  the  intestinal  muscle.  Within 
the  muscle  there  are  four  areas  of  moderate  fibro- 
blastic reaction  with  moderate  eosinophilic  infil- 
tration. Their  centers  appears  necrotic  and  in 
one  of  them  there  is  a very  definite  schistosoma 
ovum  while  in  the  other  such  area  the  outline  of 
the  schistosoma  ovum  is  barely  visible.  Lymph 
Node:  Some  of  the  sinuses  are  dilated  and  contain 
a few  littoral  cells  and  small  numbers  of  small 
lymphocytes. 

APPENDIX;  Normal. 

Diagnosis:  Pseudo-tubercles  of  intestinal  wall 
due  to  schistosoma  Mansoni;  chronic  lymphadeni- 
tis; normal  appendix. 

NATHAN  RIFKINSON,  M.  D. 

It  is  the  impression,  therefore,  that 
regional  enteritis,  is  a clinical  entity  of  dif- 
ferent etiologies  in  which  subsequent  de- 
terioration of  the  intestine  progresses 
with  the  lowering  of  vitality  of  the  indivi- 
dual, No  regional  enteritis  is  possible  if 
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mesenteric  lymphadenopathy  is  not  pre- 
sent, consequently  the  disease  originates 
in  the  mesentery  proper  of  the  intestine. 
The  bacteriology  of  the  disease  has  been 
negative  for  cultures  of  peritoneal  fluid. 
Staining  sections  of  the  lymph  node,  have 
in  practically  all  instances,  been  negative 
for  tubercular  bacilli  findings. 

Patients  with  regional  enteritis  are  ra- 
ther difficult  to  follow.  The  insidious  cli- 
nical symptoms,  of  dyspepsia,  secondary 
anemia,  and  loss  of  weight  persist  much 
longer  after  the  surgical  procedure.  One 
presumes  that  there  is  a period  in  the  cli- 
nical course  of  the  disease,  in  which  the 
enteric  disturbance  may  be  mild  enough, 
that  the  individual  treats  himself  with  pal- 
liative remedies,  and  especially  with  la- 
xatives. There  is  no  destructive  mecha- 
nism, and  the  intestinal  gradient  seems 
to  work  fairly  well,  without  any  spectac- 
ular symptoms,  until  the  acute  pain  en- 
sues. This  acute  crampy  pain  is  intermit- 
tent with  no  nausea  or  constipation.  Some- 
times the  patient  is  hungry,  and  the  abdo- 
minal pain  is  stimulated  by  food.  Ene- 
mas als.o  encourage  pain.  Morphine  re- 
lieves the  pain  for  some  time,  but  it  re- 
curs with  apparently  a more  aggravated 
epigastric  colic. 

One  is  confronted  with  many  clinical 
pictures  and  transitional  phases  of  acute 
mesenteric  lymphadenitis  into  regional  en- 
teritis. One  surmises,  that  the  possibili- 
ty of  one  developing  into  the  other,  may 
be  in  all  cases,  yet,  physiologically,  ons  is 
lead  to  believe,  that  patients  with  mesen- 
teric adenitis,  are  bound  to  develop  much 
more  fibrin  formation,  with  serosal  reac- 
tions, following  exploration.  The  friable 
handling  of  the  intestinal  segments.,  to  a 
considerable  degree,  invites  congestion  and 
fibroblastic  reactions.  Free  fluid  in  the 
abdominal  cavity  is  invariably  present  in 
these  cases. 


The  intestinal  mesentery  becomes  the 
outstanding  pathology  of  mesenteric  adeni- 
tis in  the  early  cases,  in  which  we  also  ex- 
plore for  gallbladder  diseases,  for  cases  of 
duodenal  ulcer,  appendiceal  pathology,  and 
the  “mittelschmerz”  of  young  women.  The 
young  girl  of  puberty  is.  the  ideal  patient 
for  developing  mesenteric  lymphadenitis 
complicated  with  visceral  disease. 

The  striking  relationship  between  in- 
tussusception in  adults  and  young  people 
in  Puerto  Rico,  can  invariably  be  traced 
to  the  very  interesting  experience  of  me- 
senteric lymphadenopathy  complicating  or 
inviting  to  the  invagination  of  intestinal 
segments.  This  was  etiologically  pointed 
out  by  Rieben.  Many  cases  of  ileocolic  in- 
tussusception have  an  unexplained  pheno- 
mena of  causation,  yet  the  mesentery  of 
the  ileocolic  segment  is  studded  with 
lymph  nodules  and  the  ileum  has  the  seg- 
mented enteritis. 

In  Puerto  Rico  we  are  also  differentiat- 
ing many  cases  from-  the  common  inci- 
dence of  tuberculosis  of  the  peritoneum, 
intestinal  tuberculosis  and  schistosomiasis 
of  the  intestinal  viscera.  In  a country 
where  schistosomiasis  and  tuberculosis  are 
common  diseases  of  poor  people,  it  is  dif- 
ficult to  reconcile  Hadfield’s  pathological 
picture  of  regional  enteritis.  The  patho- 
logist’s criteria,  leans  to  questionable  tu- 
berculosis. The  clinical  improvement  of 
the  patient  and  the  negative  X ray  evi- 
dences of  tuberculosis  in  the  lungs  are  the 
only  findings  in  our  favor. 

Returning  again  to  Pribrams  master- 
ful considerations  on  the  subject,  a patho- 
logical suggestion  into  the  anatomy  of  the 
ileocolic  glands  seems  to  be  responsible  for 
the  initial  complaint.  The  following  dia- 
grams are  shown  to  pictorially  convey  the 
avenue  of  infection  through  these  chan- 
nels. 

A further  clinical  proof  of  my  conten- 
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Fig.  1 


tion  is  a recent  case  of  trauma  to  the  ileo- 
colic portion  of  the  intestine  which  mash- 
ed or  mecerated  the  mesenteric  attach- 
ment. The  young  boy  on  a bicycle  fell 
and  one  of  the  handles  bluntly  struck  the 
light  lower  quadrant.  The  boy  was  ope- 
rated 72  hours  later  with  a very  extra- 
ordinary mesenteric  hyperplasia  of  ah 
ileal  nodes,  a reaction  to  the  clean  trau- 
matic force  by  blunt  impact.  The  gross 
reaction  to  injury  was  deflation  of  the  seg- 
ment, heavy  swelling  of  tha  intestine,  in- 
terstitial edema  of  muscular  layers,  trans- 
udation of  lymph,  and  hyperplasia  of  me- 
senteric lymph  nodes,  to  a very  much 
broader  radius  than  the  lesion  itself.  A 
resection  was  done  and  an  end  to  end  anas- 
tomosis was  made.  The  appendix  appeared 
edematous  and  congested  and  did  not  ap- 
pear to  be  involved  in  the  trauma.  It  was 
removed.  The  pathological  report  follows. 

3-2647  April  12,  1945 

-Tule  Age-16  White  Spec,  rec’cl.  3-27-45 

Roberto  Rivera  Case  of  Dr.  Asencio 

Grosa:  The  sepcimeii  consists  of  a portion  of  small 
intestine  and  an  appendix.  The  intestine  mea- 
sures 8.5  cms.  in  length  and  2.5  cms.  in  diameter. 
The  serosa  is  slightly  edematous  at  the  mesen- 
teric attachment.  On  section  the  mucosa  and 
sub-mucosa  are  seen  to  be  edematous.  In  the 
center  the  mucosa  is  greenish-gray  and  ulcerated. 
The  appendinx  measures  7 cms,  in  length  and  0.9 
cms.  in  diameter.  The  serosa  is  congested.  On 
section  the  lumen  is  seen  to  be  filled  with  brown 
tecas  and  some  of  the  mucosa  is  discolored  brown. 
MICROSCOPIC : Ileum:  In  one  section  practical- 
ly rhe  entire  mucosa  is  ulcerated,  the  submucosa 
is  markedly  edematous  and  like  the  muscularis 
and  subserosal  tissues  is  infiltrated  with  moder- 
ate numbers  of  polymorphonuclear  leucocytes.  At 
one  end  the  serosa  is  covered  by  fibrinopurulent 
exudate.  In  a second  section  all  the  coats  are 
edematous  and  are  moderately  infiltrated  with 
polys.  Appendix:  In  two  sections  almost  the  en- 
tire mucosa  is  replaced  by  fibrinopurulent  exu- 
date and  the  remaining  coats  are  edematous  and 
also  contains  large  numbers  of  polys,  while  in 
two  other  sections  the  polymorphonuclear  infil- 
tration is  very  light. 

DIAGNOSIS:  Acute  ulcerative  ileitis;  peritonitis 
about  Real  segment;  acute  suppurative  appendici- 
tis. 

NATHAN  RIFKINSON,  M.  D. 

Very  little  has  been  discussed  in  the 
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American  literature  about  retractile  me- 
senteritis  due  to  trauma.  A very  spectac- 
ular discussion  on  the  subject,  by  Reichert 
and  collaborators  was  discussed  in  the  An- 
nals of  Surgery  of  1939.  They  produced 
experimental  lymphedema  of  the  intestin- 
al tract  by  ligations  of  lymphatic  cords, 
vessels,  hematoma  formations  and  other 
sorts,  of  trauma. 

The  origin  of  retractile  mesenteritis 
dates  as  far  back  as  Virchow  who  describ- 
ed cirrhotic  mes.enteritis  of  the  sigmoid 
flexure.  Even  European  Surgical  writers 
adviced  resection  for  retractile  mesenteri- 
tis as  early  as,  1900. 

Mesenteric  inflammations  can  be  pro- 
duced consistently  when  all  the  vessels  of  a 
segment  of  a mesentery  are  ligated.  Theo- 
retically, the  lymphatic  stasis-»  played  an 
important  part  in  the  production  of  intes- 
tinal changes.  There  is.  a possibility  then, 
that  if  infection  encourages  such  high  in- 
cidence of  mesenteric  adenitis  among  chil- 
dren the  eventual  cicatricial  changes  and 
scirrhus  adhesions  found  in  pseudotubercu- 
lous  abdomens  on  exploratory  laparotomies 
obey  this  fundamental  factor. 

The  patient  illustrated  above  happens, 
to  be  an  operating  room  example  of  acute 
injury. 

Ulcerative  Ileitis,  as  well  as  regional 
enteritis  can  be  brought  forth  as  an  event- 
ual formation,  upon  chronic  retractile  me- 
senteritis of  the  ileum. 

The  disease  as  studied  in  this  hospital 
is  impressive  by  these  facts: 

1.  The  age  factor  is  youth  in  decadence 
of  physical  condition. 

2.  The  bacterial  origin  of  the  disease 
is  not  specific.  There  is  a deficien- 
cy factor  encouraging  the  incidence 
of  these  cases  in  Puerto  Rico. 

3.  A throat  condition  is  not  particular- 
ly associated  with  mesenteric  lym- 
pha'denopathies,  of  regional  enteritis. 


4.  All  cases,  of  regional  enteritis  are 
a s s o c ia  t e d with  extraordinary 
lymphadenopathy. 

5.  We  have  found  that  in  order  to  con- 
form with  the  histological  studies 
of  Hadfield  in  stained  tissues  from 
cases  of  regional  enteritis,  s.uch  as 
obstructive  lymphedema,  hyperpla- 
sia of  the  lymphatics,  and  the  for- 
mation of  giant  cell  caseating  tuber- 
cles, we  must  search  for  chronic  ste- 
nosing  fistulous  intestinal  cases  in 
which  T.B.  bacilli  are  notably  ab- 
sent. 

6.  Schistosomal  involvement  of  the 
subs.erous  plexus  of  lymphatics  by 
miliary  nodulation  of  the  intestines, 
give  rise  to  enteritis  which  is  also 
segmental  in  character. 

7.  In  the  operating  room  one  removes 
the  appendix  with  a gross  question- 
able doubt  of  its  pathology,  observes 
the  mesenteric  nodular  hyperplasia 
and  the  segmentál  cellulitis  of  a por- 
tion of  the  intestine,  but  the  best 
judgement  is  to  be  conservative  and 
not  to  invite  further  complications 
by  doing  large  resections.  These  pa- 
tients are  observed  for  many  months 

afterwards  in  the  Out-patient  clin- 
ics of  the  hospital.  Many  return 
with  ill  defined  abdominal  pains, 
chronic  dyspepsia;  others  are  reliev- 
ed considerably  and  apparently  re- 
cover. A chest  plate  to  rule  out  T.B. 
and  fecal  examinations  are  made  in 
order  to  rule  out  schistosomal  infect- 
ion as  another  probable  etiology. 

The  pathological  findings  may  be  as- 
sociated with  a specific  lymphangitis  of  a 
segment  of  intestine  with  redness.,  congest- 
ion, and  edema.  The  intestine  feels  heavy, 
solid,  with  albuminoid  transparency  of 
being  a systemic  enteric  disturbance  due  to 
malnutritrion,  or  a deficiency  state.  It 
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seems  to  be  a preliminary  intestinal  phase 
of  a sprue-like  syndrome,  which  breaks 
down  a healthy  young  individual  and  cau- 
ses gastric  maladjustments  to  food. 

X rays  report  in  several  of  these  cas.es 
have  shown  the  characteristic  “finger- 
print pattern”  of  a deficiency  state. 

Concluding  then,  that  both  diseases  oc- 
cur in  temperate  climates  with  relative  fre- 
quency one  is  forced  to  admit  that  the  pa- 
thological interference  with  the  lymph 
channels  may  be  due  to  a toxin.  The  low 
resistance  created  by  malnutrition,  will  in- 
vite an  evolution  into  different  clinical 
types  of  segmental  enteritis.  It  may  be 
primarily,  portal  and  enteric,  or  secondari- 
ly, hematogenous;  it  may  be  of  staphylo- 
coccal origin,  tuberculous,  or  parasitic. 

In  reviewing  all  my  cases  at  the  hospi- 
tal, acute  and  chronic  lymphadenitis  has 
not  been  more  common  in  children.  The 
incidence  in  adults  is  quite  similar.  Cases 
of  segmental  enteritis  have  been  present 
in  children  also ; however,  among  the  young 
adults  the  segmented  stenosing  varieties 
are  more  frequent.  In  older  individuals 
up  to  middle  age,  the  fibrous  fistulous  ad- 
hesive type  is  usually  observed  and  easily 
confused  clinically,  with  tuberculosis  of  the 
intestines. 

Attention  is  called  to  the  fact  that  if 
the  mesentery  proper  was  the  primary  site 
for  the  origin  of  this  condition,  it  would 
be  necessary  to  speculate  into  a spread 
against  the  lymphatic  flow.  As  Garlock 
and  Crohn  have  very  recently  expressed 
“it  would  be  necessary  to  hypothecate 
spread  against  the  lymphatic  flow,  a most 
unusual  event  in  the  pathologic  sequence 
of  inflammation  in  man.” 

Regional  enteritis  defined  as  a form  of 
granuloma,  as  described  by  Bockus,  seems 
to  be  the  atrophic  sequelae  of  intestinal 
tissue  degeneration,  by  lymphatic  flow  in- 
hibition. It  seems  that  the  structure  of 


the  enteric  wall  finally  becomes  shrivell- 
ed, from  the  hypoplasia  of  its  muscular 
layers,  trophic  ulcerations,  and  terse 
thinning  of  the  intestine.  It  is  this  hypo- 
thetical impression  which  makes  for  the 
difference  of  regional  enteritis  as  grossly 
described  by  the  Americnas  and  the  ulce- 
rative kind  found  in  Puerto  Rico’s  under- 
nourished people. 

Pathological  Support  to  These 
Statements: 

The  patient  was  a young  man  who  had 
been  suffering  of  ill  defined  abdominal 
pain  for  over  a year.  One  of  my  residents 
operated  on  him  for  appendectomy  and 
made  a biopsy  of  a mesenteric  lymph  node. 
This  was  two  months  prior  to  the  intesti- 
nal resectioTi  which  follows..  The  surgical 
pathology  in  the  operating  room  was  one 
of  extraordinary  adenopathy  of  the  mesen- 
teric lymph  node  which  was  very  hard, 
and  granulomatous  thus  provoking  a me- 
chanical blockage  of  the  intestinal  seg- 
ment. This  appeared  to  have  been  over- 
looked originally. 

A resection  of  this  mass  was  done.  A 
Murphy  Button  was.  used  to  simplify  mat- 
ters and  an  end  to  end  anastomosis  was 
done.  The  Murphy  button  was  discharged 
on  the  seventh  postoperative  day  without 
complications.  The  pathological  record 
again  falls  in  that  classification  in  which 
the  pathology  of  the  mesentery  dominates, 
the  picture,  and  the  etiology  of  tubercu- 
losis is  rather  questionable. 

Unit  No.  35877 

S-2554  February  16,  1945 

Aníbal  Toses  Spec,  rec’d.  2-2-45 

Male  Age-29  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a portion  of 

small  intestine.  At  one  end  the  intestine  is  folded 
into  a loop  and  held  together  by  very  strong  ad- 
hesions. The  serosa  covering  the  loop  is  brown- 
ish-black. The  entire  mass  measures  23  cms.  in 
length.  The  intestine  not  included  in  the  loop 
measures  2,4  cms.  in  diameter,  while  the  loop  is 
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5 cms.  in  width  and  3 cms.  in  diameter.  In  the 
crotch  of  the  fold  the  tissue  is  very  hard.  When 
the  entire  intestine  is  opened  the  mucosa  appears 
gray  and  in  low  folds.  In  the  looped  area  the 
mucosa  is  light  pink  and  shows  a small  ulcer  0.5 
cms.  in  diameter  on  the  mesenteric  side,  through 
which  loose  thin  white  tissue  protrudes.  The 
intestinal  lumen  is  nowhere  narrowed.  Sections 
through  the  firm  area  reveal  edematous  light- 
yellow  cut-surfaces  with  a few  light  strands  run- 
ning longitudinally.  Portions  resemble  lymphoid 
tissue.  In  addition  a small  piece  of  flat  fatty 
tissue  is  received  which  measures  2.5  x 2 cms.  It 
shows  nothing  unusual  on  section. 

Microscopic.  Sections  of  intestine  show  the  mu- 
cosa to  be  somewhat  edematous  and  infiltrated 
somewhat  excessively  with  round  cells.  The  sub- 
mucosa is  tremendously  broadened  by  edema  and 
is  practically  acellular.  The  muscularis  is  not 
remarkable  while  the  subserosal  tissues  are  thick- 
ened by  fibrosis,  are  hemorrhagic  and  are  infil- 
trated with  numerous  round  cells.  There  are 
several  sections  of  intestinal  wall  in  which  there 
are  large  portions  of  lymphoid  tissues.  In  all  of 
these  areas,  but  especially  in  the  largest  there  are 
some  adjacent  small  areas  of  fibro-blastic  activity 
at  times  resembling  tubercles.  Only  2 or  3 giant 
cells  of  the  Langhan’s  type  are  seen.  There  are 
some  littoral  cells  in  the  sinuses.  The  overlying 
mucosa,  is  excessively  infiltrated  with  round  cells. 

Ziehl-N eelsen  Stain:  There  are  a few  suspicious 
acid-fast  rod-like  structures  which  may  be  tubercle 
bacilli,  but  because  of  adjacent  surrounding  debris 
this  cannot  be  said  with  certainty. 

Diagnosis:  Tuberculosis  (?)  of  mesenteric 
lymph  node  with  secondary  involvement  of  ileum. 

NATHAN  RIFKINSON,  M.  D. 

An  ileitis  is  then  a sequelae  to  a hyper- 
trophic mesenteric  gland  enlargement.  In 
this  particular  case  the  striking  pathology 
is.  the  mucosal  infiltration  of  round  cells 
and  the  excessive  lymphoid  tissue  of  the 
intestinal  wall. 

In  support  of  these  facts  there  is  also 
introduced  another  case  in  which  a re- 
section of  the  ileum  followed  some  seven 
months  after  the  report  of  appendicitis 
and  mesenteric  adenitis  was  made. 

C.  R.,  Unit  35172  was  operated  on  this 
hospital  on  July  15,  1944  for  what  the 
pathologist  reported  as  a fishbone  in  the 
lumen  of  the  appendix  with  mesenteric 
lymphadenitis.  The  mode  of  onset  of  the 
abdominal  condition  then  dated  to  an  ill 


defined  abdominal  pain  in  the  right  lower 
quadrant,  with  intermittent  attacks  of  ab- 
dominal distention,  dyspepsia,  diarrhea, 
alternating  flatulence,  and  vomiting. 
There  was  much  pallor,  severe  weakness 
in  a relatively  well  developed  and  nourish- 
ed young  individual.  The  original  report 
follows : 


S-2169  July  16,  1944 

Clotilde  Rivera  Spec,  rec’d.  7-3-44 

Female  Age  - 23  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 
measuring  7 cms.  in  length  and  1.3  cms.  in  dia- 
meter. The  serosa  is  covered  by  a thin  layer  of 
fibrin.  Transections  reveal  the  lumen  to  be  di- 
lated and  ecentric  in  the  distal  portion  while 
pi-oximally  it  is  more  narrow,  and  filled  with  a 
dark  bloody  fluid.  The  mucosa  and  the  submu- 
cosa are  markedly  edematous.  In  the  proximal 
portion  a small  bone  which  appears  like  a.  fish- 
bone is  found  free  in  the  lumen  and  measures  1.5 
cms.  in  length  but  less  than  1.1  cms.  in  thickness. 
A small  lymph  node  is  also  received  which  mea- 
sures 1.1  X 0.8  x 0.3  cms.  The  cut  surfaces  are 
yellowish-white.  The  node  is  all  embedded. 
Microscopic:  All  the  coats  are  markedly  broad- 
ened by  edema.  Although  the  majority  of  the  in- 
filtrating cells  in  all  the  coats  are  eosinophils 
polymorphonuclears  are  occasionally  seem  among 
them,  as  well  as  plasma  cells  in  the  subserosal 
tissue  intermixed  with  groups  of  small  lympho- 
cites.  The  lymph  node  shows  moderate  dilations 
of  the  sinuses  which  contain  literal  cells  and  a 
few  lymphocites. 

Diagnosis:  Acute  catarrhal  appendicitis;  fish- 

bone in  lumen  of  appendix;  chronic  lymphadenitis 
of  mesenteric  lymph  node. 

The  patient  went  home,  recovered,  and 
was  apparently  well,  until  he  returned  on 
February  of  the  following  year,  with  more 
abdominal  pain,  some  vomiting  and  severe 
pain  along  the  testicles  with  some  swelling 
of  the  scrotum.  There  was  no  clinical  evi- 
dence of  intestinal  obstruction.  Psycho- 
neurosis was  thought  of  in  view  of  the  ne- 
gative stools  for  parasites. 

The  patient  then  developed  pain  in  the 
lower  abdomen  particularly  associated 
with  evacuation  of  the  stools.  Rectal  ex- 
aminations were  negative  for  prostatic  pa- 
thology. Constipation  would  alternate  fre- 
quency and  tenesmus.  Barium  enema  was 
negative  for  any  rectal  pathology. 
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A s.econd  abdominal  exploration  was 
made  thus  confirming  a well  defined  re- 
gional ileitis  with  much  cicatricial  changes 
of  the  mesentery  along  the  ileocolic  fold 
and  some  periserosal  adhesions  of  the  in- 
testines. A resection  of  the  ileum  was 
done  and  ileocolostomy  performed.  The 
patient  endured  a successful  uncomplicat- 
ed operative  convalescence,  but  was  unre- 
lieved of  the  rectal  pain  and  increasing 
iliac  adenitis  became  a prominent  sign  of 
the  disease. 

The  patient  was  discharge,  recovered 
from  the  surgical  procedure  and  unimprov- 
ed from  his  weakness  in  spite  of  his  well 
developed  physique.  The  pathological  re- 
port that  follows  was  indeed  surprising  al- 
though, suspected  in  view  of  the  history 
of  frequent  bathing  in  rivers  infected  with 
Shistosoma  mans.oni. 

Unit  No.  35172 

S-2540  February  8,  1945 

Clotilde  Rivera  Spec,  rec’d.  1-29-45 

Female  Age-23  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a portion  of 

small  intestine  with  a small  piece  of  mesentery 
attached  measuring  10  cms.  in  length  and  2.5  cms. 
in  diameter.  The  serosa  is  light  brownish  toward 
one  end.  On  opening  the  lumen  the  mucosa  is 
seen  to  be  gray  a.nd  thrown  up  into  thin  parallel 
folds.  The  wall  does  not  appear  abnormal  grossly. 
Microscopic:  The  mucosa  is  infiltrated  with  an 
excess  of  round  cells  and  eosinophiles.  The  cells 
of  the  epithelium  are  distended  with  mucus.  At 
the  base  of  the  mucosa  and  in  the  submucosa  oc- 
casional well-developed  pseudo-tubercles  which 
usually  contain  a shistosoma  embryo  or  shell.  The 
remaining  coats  are  normal  except  for  moderate 
congestion  of  the  submucosa.  In  one  section  the 
subserosal  tissues  are  thickened  by  fibrosis  and 
some  of  the  blood  vessels  are  surrounded  by  round 
cells  intermixed  with  polymorphonuclears. 
Diagnosis:  Pseudo-tubercles  in  wall  of  small  in- 
testine due  to  schistosomiasis  Mansoni;  ileitis 
chronic. 

NATHAN  RIFKINSON,  M.  D. 

TREATMENT  OF  REGIONAL  ILEITIS 

The  treatment  of  Regional  ileitis  is  so 
far  as  we  know  surgically — . Garlock  & 
Crohn  have  deviced  an  ileal  exclusion  of 


the  diseased  segment,  and  ileotransverse 
colostomy. 

It  is  my  personal  impression  that  the 
disease  wholly  rest  on  a definite  medical 
treatment.  As  I have  said  originally  it  is 
an  acute  medical  abdomen  to  be  treated. 
When  you  face  a definite  cellulitis  of  an 
enteric  segment  the  best  criteria  is  to  jus- 
tify conservative  management  rather  than 
radical  intestinal  resection. 

On  the  other  hand  one  has.  to  admit 
that  ileal  resections  are  very  satisfactory 
operations,  and  of  recently,  resections  of 
the  ileum,  and  cecum,  with  ileocolic  anas- 
tomosis have  been  in  my  experience  very 
successful  surgical  procedures. 

Patients  have  recovered  without  fistu- 
lization  from  ileocolic  resection  in  five  out 
of  the  total  16  so  far  proven  cases  of  re- 
gional ileitis.  The  remainder  had  resec- 
tion of  segments  of  intestine  with  end  to 
end  anastomosis  of  healthy  intestinal  ends 
observed  on  gross  inspection.  No  fistuli- 
zation  has  so  far  developed  in  these  cases. 

The  pathology  of  the  intestine  is  again 
to  be  discussed  versus  the  many  cases  of 
mechanical  extrinsic  strangulation  of  in- 
testine of  which  a series  of  cases  has  also 
been  studied.  In  the  operating  room  ma- 
ny cases  of  strangulation  edema  of  the 
intestine  come  as  acute  emergencies,  of 
the  abdomen,  characterized  by  similar 
signs  of  regional  enteritis.  These  cases 
have  a distinct  gross  and  microscopical 
pathology  of  acute  inflammatory  reaction 
with  much  serosal  hemorrhages  and  mu- 
cosal edema.  Strangulation  edema  of  the 
intestine  is,  usually  near  the  ligament  of 
Trietz;  it  is  in  most  cases  jejunum,  and 
the  lymphoid  hyperplasia  of  the  mesente- 
ry is  well  pronounced  over  this  area.  These 
patients  recover  uneventfully  from  their 
resections. 

The  illustrations  that  follow  show  the 
extensive  involvement  and  the  transitional 
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phase  between  acute  lymphadenitis  into 
acute  enteritis,  in  a child  from  the  pedia- 
tric service  of  this  hospital. 

Unit  No.  27220: 

A child  seven  years  old  was  referred 
from  a nearby  town  with  a history  of  pain 
in  the  right  lower  abdomen  and  bloody 
stools,  of  five  days  duration.  The  abdo- 
men was  soft  without  any  significant  point 
of  tenderness  to  justify  surgery.  His  pains 
were  crampy,  associated  with  bloody  mu- 
cus in  the  stools.  On  admisión  the  child 
developed  acute  fever,  38. c.,  pulse  20,  resp. 
44.  He  was  seriously  ill  with  a doughy 
abdomen. 

The  father  and  mother  were  in  good 
health  . There  was  no  history  of  T.B.  in 
the  family.  The  child  was  a normal  de- 
livery but  was  in  poor  gastric  health  for 
some  time  previously.  Physical  examina- 
tion revealed  a normal,  well  developed, 
dark-skinned  child,  in  anxiety  and  acutely 
ill.  The  abdomen  was  painful,  but  not  par- 
ticularly rigid.  R.B.C.  3,640,000;  W.B.C. 
18,850;  Hb.  53%;  Seg.  80%;  Stab.  5%; 
Lymph.  14%  Eos  1%.  Urinalysis  showed 
albumin  + ; sugar  negative ; and  the  mi- 
croscopic showed  the  presence  of  renal  epi- 
thelial casts  and  mucous  threads..  Kahn 
and  Kline  were  negative.  The  blood  cul- 
ture for  typhoid  w'as  negative.  Staphy- 
lococcus albus  of  a non-hemolytic  variety 
was,  present  in  the  blood  culture. 

An  exploratory  laparotomy  was  made. 
There  was  a diffuse  exudative  peritonitis 
over  one  segment  of  ileum  well  localized 
over  the  right  lower  quadrant.  The  ap- 
pendix was  normal.  An  extensive  mesen- 
teric lymphadenitis  involving  all  segments 
of  the  ileum  and  jejunum  on  the  left  up- 
per quadrant  was  found.  Regional  ileitis 
was  definitely  present  with  a diffuse  me- 
senteric lymphadenopathy. 

The  abdomen  was  closed  rapidly  with- 
out removing  the  appendix.  The  child  died 


on  8|21[43.  A partial  autopsy  of  the  case 
was  made  and  the  whole  of  the  abdominal 
viscera  was  removed.  Different  pictures 
are  shown.  On  one,  particularly,  there  is 
a clear  demonstration  of  the  plastic  fibrin 
over  the  ileum  which  resembled  a perfo- 
ration . This  was  not  confirmed  microsco- 
pically. The  extensive  lymphadenopathy 
of  the  mesentery  with  profusion  of  mesen- 
teric nodules  the  size  of  peas  to  the  size 
of  lima  beans.  Another  depicts  the  dif- 
ferent phases  of  extensive  lymphadenitis 
with  the  brownish  mottling  of  gangrene 
among  solitary  nodules.  Some  loops  of 
ileum  are  filled  with  brown  chocolate  ma- 
terial suggestive  of  digested  blood. 

The  pathological  records  follow: 

G<ross:  The  specimen  consists  of  a small  lymph 
node  measuring  1 cm.  in  main  diameter.  Sec- 
tions reveal  a homogeneous  white  surface  all  im- 
bedded. 

Microscopic:  The  capsule  is  of  uneven  thickness 
and  shows  areas  of  edema  with  infiltration  with 
small  lymphocytes.  The  pulp  contains  lymphoid 
follicles.  The  sinuses  are  very  greatly  dilated 
and  contain  numerous  littoral  cells.  There  is  a 
generalized  sprinkling  with  lymphocytes  and  po- 
lys. 

Diagnosis:  Acute  and  chronic  lymphadenitis  of 
mesenteric  lymph  node. 

AUTOPSY  FINDINGS  OP  THE  INTESTINAL 
VISCERA; 

Gross:  The  specimen  consist  of  the  entire  small 
intestine  attached  to  the  mesentery,  received  4 
days  after  postmortem  removal.  The  upper  por- 
tion of  the  jejunum  for  a distance  of  24  cm.  ap- 
pears slightly  darker  than  the  remaining  intestine 
through  the  serosa.  The  mesenteric  lymph  nodes 
are  larger  than  normal  and  slightly  hemorrhagic. 
On  opening  the  intestine  the  lumen  is  seen  to 
be  filled  with  a dark  brownish  liquid.  The  up- 
per slightly  — discolored  jejunal  portion  shows  a 
somewhat  darker  than  normal  mucosa.  The  walls 
are  somewhat  broader  than  normal.  The  re- 
maining intestine  shows  autolysis  of  the  mucosa. 
Microscopic:  Autolysis  is  marked.  Large  areas 
of  the  mucosa  are  necrotic.  Numerous  polymor- 
phonuclears  and  plasma  cells  are  present  n these 
areas  and  in  the  submucosa  just  beneath  it.  Gen- 
erally, the  submucosa  is  greatly  broa.dened  by  ede- 
ma and  moderately  infiltrated  by  polys  and  plas- 
ma cells.  The  muscle  coats  and  subserosal  tis- 
sues shows  slight  edema.  Numerous  pigment- 
laden phagocytes  are  sca.ttered  here  and  there. 
Lymph  Node:  The  sinuses  are  markedly  dilated 


anü  tliere  is  desquamation  of  littoral  cells.  There 
is  no  increase  in  the  number  of  polymorphonu- 
clears.  The  germinal  centers  are  not  active.  Nu- 
merous pigment-laden  phagocytes  are  scattered 
tliroughout. 

Iiitif/nosis:  Acute  regional  enteritis;  chronic 

lymphadenitis. 


SUMMARY: 

The  relationship  of  Acute  Mesenteric 
Lymphadenitis  to  chronic  regional  enteri- 
tis is  logical.  Depending  on  the  etiologi- 
cal factor  involved,  the  predominant  chan- 
nel involved  is  the  lymphatic  obstruction 
of  the  mesentery  which  yields  segmental 
enteritis  or  associated  pathological 
changes.  - - 

A review  is  presented  of  my  personal 
cases  of  acute  and  chronic  mesenteric 
lymphadenitis  during  two  years  incidence 
only.  This  statistical  data  serves  to  ex- 
plain its  frequent  occurrence  in  Puerto  Ri- 
co. 


FIG.  3 

Isnl'ilrrl  (/iin(/rnir  of  <i  mesenteric  710/Iule.  This 
IMirticular  case  hart  staphylococus  allnis 
septicemia. 


FIG.  5 

Hypertrophic  nodulation  of  ileocolic 
lymph  planrls. 


FIG.  6 

T'nit  27 2 ¿0  - Extraordinary  mesenteric  lympha- 
denopathy  with  fibrinous  plastic  exudate,  and 
seymental  enteritis  of  intestinal  loops. 


FIG.  4 

Hemorrhagic  loops  displaying  brownish 

coloration. 


FIG  7 

Unit  27220  • Isolated  lymph  nodei  with 
transudation  0}  lymph. 


FIG.  8 

Lumen  of  intestine  displaying  extraordinary 
mucosal  thickening. 


FIG.  9 

Edema  of  intestine 


FIG.  10 

H.  Unit  . - This  patient  had  pin  worms. 
Xote  the  thickened  mdurated  folds. 


FIG.  11 

One  form  of  regional  enteritis  with  trophic 
ulcers.  These  ulcers  penetrate  all  coats  and 
leave  a faint  serosal  mottling.  Patient  age 
11  years.  This  case  ivas  reported  previously. 


FIG.  12 

Segmental  enteritis  in  the  form  of  a regional 
congested  segment  with  obstructive  edema. 
Age  Hi  years.  Previously  reported. 


This  picture  represents  a solitary  lesion  of 
a butterfly  shape  stricture  of  the  intestine 
due  to  tuberculosis.  The  moth  eaten  ap- 
pearance of  the  mucosa  produced  mechanical 
obstruction. 
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PATHOLOGICAL  REPORTS 


Unit  No.  30891 
S-1952 

RAUL  SOTO 
Male  Age-17  Colored 


March  3,  1944 
Spec,  rec'd.  2-25-44 
Case  of  Dr.  Asencio 


Gross:  The  specimen  consists  of  an  appendix 

which  measures  6.6  cm.  in  length  and  0.9  cm.  in 
diameter,  and  two  lymph  nodes,  the  large  of  which 
measures  2.5  x 1.5  x 0.8  cm.,  while  the  smaller 
is  not  over  1.5  cm.  in  main  diameter.  The  serosa 
of  the  appendix  is  congested.  Transections  re- 
veal a patent  lumen  filled  with  brown  liquid.  To- 
ward the  proximal  portion  the  lumen  is  eccentric 
and  the  mucosa  is  somewhat  thinned-cut  toward 
one  end.  The  lymph  nodes  on  section  reveal  yel- 
lowish cut-surfaces  with  several  brown  areas. 


None  of  the  coats  are  infiltrated  with  abnormal 
cells.  The  lymph  nodes  contains  numerous  lymph 
follicles  with  very  active  germinal  centers.  Most 
of  the  sinusoids  are  markedly  dilated  and  filled 
almost  totally  with  polymorphonuclears,  intermix- 
ed with  pink  protein  material.  The  capsule  in 
general  is  of  normal  thickness,  but  occasionally 
shows  areas  of  congestion  and  thickening. 
Diagnosis : Acute  mesenteric  adenitis;  normal  ap- 
pendix. 

Unit  No.  33284 

S-2165  July  13,  1944 

NICOLAS  SANTIAGO  Spec,  rec’d.  7-3-44 

Male  Age-24  White  Case  of  Dr.  Asencio 


Microscopic:  The  mucosa  is  congested  in  places.  Gross:  The  specimen  consists  of  an  appendix 
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measuring  9 cms.  in  length  and  0.9  cms.  in  dia- 
meter. The  serosa  appears  normal  externally. 
Transection  reveal  the  lumen  to  be  filled  with  a 
small  amount  of  light-greenish  feces.  The  mucosa 
is  somewhat  thinued-cut  at  one  side.  A lymph 
node  is  also  received  which  measures  1.5  x 1 x 
0.5  cms.  Transections  reveal  the  cut-surfaces  to 
be  white  and  slightly  discolored  brown. 
Microscopic.  In  one  section  there  is  a moderate 
infiltration  of  the  base  of  the  mucosa,  submucosa 
and  muscularis,  with  polymorphonuclears  but  in 
the  remaining  sections  there  is  no  abnormal  in- 
filtration with  inflammatory  cells.  Lymph  node. 
The  sinuses  are  dilated  and  contain  numerous  lit- 
toral cells,  sparse  small  lymphocytes  and  a small 
number  of  polymorphonuclears. 

Diagnosis:  Acute  suppurative  appendicitis;  acute 
lymphadenitis. 

S-2102  July  1,  1944 

ANTONIA  DIAZ  Spec,  rec’d.  5-26-44 

Female  Age-17  Colored  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 

which  measures  9 cm.  in  length  and  0.7''cms.  in 
diameter.  On  section  the  lumen  is  narrow  and 
filled  with  dark  brown  feces.  The  coats  do  not  ap- 
pear abnormal.  A small  piece  of  tissue  is  also 
received  which  represents  lymph  node  and  which 
measures  1 x 0.6  x 0.3  cms.  On  section  the  cut 
surface  is  brownish  yellow.  The  node  is  all  im- 
bedded. 

Microscopic:  Lymph  node:  The  lymphoid  follicles 
are  numerous  and  show  central  activity.  The  si- 
nuses are  dilated  and  contain  littoral  cells  and 
sparse  numbers  of  small  lymphocytes.  Another 
section  of  lymph  node  shows  an  excess  of  fibro- 
sis. Appendix:  The  lymphoid  follicles  of  the 
mucosa  are  hyperplastic.  There  is  some  blood  in 
the  lumen  and  occasionally  a lymphoid  follicle  is 
seen  to  be  hemorrhagic.  The  submucosa  and  mus- 
cularis are  normal.  The  subserosal  tissue  is  slight- 
ly edematous. 

Diagnosis:  Chronic  lymphadenitis;  appendix. 
Unit  No.  34785 

S-2137  June  23,  1944 

JUANITA  NAVARRO  Spec,  rec’d.  6-17-44 

Female  Age-21  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix  and 
2 small  yellowish  pieces  of  tissue  representing 
lymph  nodes.  The  appendix  measures  7.6  cms.  in 
length  and  0.8  cms.  in  diameter.  It  appears  nor- 
mal externally  and  on  section.  The  larger  of  the 
lymph  nodes  measures  1 x 0.8  x 0.4  cms.  while 
the  smaller  measures  not  over  0.5  cms.  in  main 
dimension.  The  cut  surfaces  of  both  lymph  nodes 
are  yellowish.  The  latter  are  all  embedded. 
Mieroseopie:  Lymph  nodes:  The  sinuses  are  some- 
what dilated  and  contain  littoral  cells.  The  lymph- 
oid nodules  are  moderately  hyperplastic.  In  one 
section  the  lymph  node  shows  a.  slight  excess  of 
fibrous  tissue.  The  capsule  is  normal.  Appendix: 
Normal. 


Diagnosis:  Normal  appendix;  chronic  lymphade- 
nitis, mild. 

Unit  No.  33263 

S-2162  .luly  14,  1944 

EUGENIO  BAEZ  Spec,  rec’d.  6-30-44 

Male  Age-17  Colored  Case  of  Dr.  Asencio 

I 

Gross:  The  specimen  consists  of  an  appendix 

measuring  9.2  cms  in  length  and  0.7  cms.  in  dia- 
meter. The  serosa  appears  normal  externally. 
On  section  the  lumen  is  filled  with  dark  brown 
feces  and  in  some  portions  the  mucosa  is  some- 
what uneven.  A piece  of  fibrous  fatty  tissue  is 
also  received,  which  represents  a lymph  node  and 
which  measures  2.3  x 0.7  x 0.1  cms.  It  has  been 
cut  into  prior  to  submission.  The  cut  surfaces 
are  homogeneously  yellow. 

Microscopic:  Appendix:  There  are  no  abnormal- 
ities in  any  of  the  sections.  Lymph  node:  The 
sinuses  are  moderately  dilated  and  contain  sparse 
numbers  of  lymphocytes  and  some  littoral  cells. 
Diagnosis:  Chronic  lymphadenitis  of  mesenteric 
lymph  node;  appendix. 

Unit  No.  27220 

S-1626  Sept.  3,  1943 

FELIPE  ESPINEL  Spec,  rec’d.  8-20-43 

Male  Age-7  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a small  lymph 
node  measuring  1 cm.  in  main  diameter.  Sections 
reveal  a homogeneous  white  surface.  All  embed- 
ded. 

Microscopic:  The  capsule  is  of  uneven  thickness 
and  shows  areas  of  edema  with  infiltration  with 
small  lymphocytes.  The  pulp  contains  small  in- 
active lymphoid  follicles.  The  sinuses  are  very 
great  dilated  and  contain  numerous  littoral  cells. 
There  is  a generalized  sprinkling  with  lympho- 
cytes and  polys,  mostly  in  the  medullary  sinuses. 
Diagnosis:  Acute  and  chronic  lymphadenitis  of 
mesenteric  lymph  nodes. 

Unit  No.  28644 

S-1748  Nov.  27,  1943 

JESUS  OLIVO  Spec,  rec’d.  11-6-43 

Male  Age-20  Colored  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  two  pieces  of 
tissue  representing  lymph  node,  a small  portion 
of  liver,  and  an  appendix.  The  lymph  nodes  are 
yellow  and  firm  and  have  been  cut  prior  to  sub- 
mission . The  largest  one  measures  not  over  2 
cm.  in  main  diameter.  Transections  reveal  a ho- 
mogeneous yellow  surface.  The  piece  of  liver  is 
wedgeshaped  and  measures  1 x 0.7  x 0.3  cm.  Slight- 
ly abe  the  edge  is  a small,  slightly  raised,  gray 
nodule  measuring  0.1  cm.  in  diameter.  Transec- 
tions through  the  nodule  reveal  a light  gray  sur- 
face surrounded  by  a brown  border.  The  ap- 
pendix measures  10  cm.  in  length  and  0.6  cm.  in 
diameter.  The  serosa  is  normal.  The  tip  is 
slightly  bulbous.  Transections  reveal  a patent 
lumen,  the  distal  end  of  which  is  filled  with  fec- 
al material.  The  walls  appear  normal.  In  the 
bulbar  portion  the  mucosa  is  broadened. 
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Microscopic:  .Appendix:  Normal  except  in  one 
portion  in  the  submucosa  where  there  is  an  in- 
tense concentration  of  eosinophils  in  the  center 
of  which  are  some  epithelioid  cells.  This  may  be 
the  site  of  a parasite.  Lymph  node;  The  sinuses 
are  greatly  dilated.  There  is  a generalized  in- 
crease in  eosinophils.  Liver:  There  are  three 
well  circumscribed  areas  very  near  each  other 
in  one  portion  of  the  section.  One  area,  which 
is  composed  of  numerous  eosinophils  and  lymph- 
ocytes appears  to  be  an  artefact.  The  other  two, 
however,  show  a well  developed  pseudotubercle  in 
the  center  of  one  of  which  is  a portion  of  a shell 
surrounded  by  epithelioid  cells  and  lymphocytes. 
The  cytoplasm  of  the  liver  cells  appears  granular. 
The  sinusoids  are  very  narrow.  The  Kupfer  cells 
are  normal.  The  central  veins  are  not  congested. 
In  most  of  the  portal  spaces  there  is  an  increase 
of  small  lymphocytes.  The  focal  eosinophilic  in- 
filtration of  the  appendix  could  well  be  due  to 
schistosomiasis  or  other  chronic  parasitic  condi- 
tion. 

Diagnosis:  Schistosomiasis  of  liver;  focal  eosino- 
philic infiltration  of  appendix;  chronic  lympha- 
denitis. 

Unit  No.  33406 

S-2173  July  18,  1944 

MARCELINO  LUNA  Spec,  rec’d.  6-5-44 

Male  Age-35  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 

measuring  7 cms.  in  length  and  0.8  cms.  in  dia- 
meter. The  serosa  shows  nothing  unusual.  Tran- 
sections  reveal  the  lumen  to  be  somewhat  dilated 
in  the  distal  portion,  while  proximally  it  is  nar- 
row. The  coats  show  no  abnormalities  except  for 
some  thinning  of  the  mucosa  at  one  side.  A 
lymph  node  is  also  received  which  measures  1.1 
X 0.8  X 0.2  cms.  Transections  reveal  a yellowish- 
brown  cut  surface. 

Microscopic:  There  is  marked  infiltration  of  the 
mucosa,  submucosa  and  muscularis  with  eosino- 
phils and  with  a lesser  number  of  polys.  In  one 
section  just  beneath  the  muscularis,  in  the  sub- 
serosa, there  is  a very  dense  area  of  fibrosis  which 
is  densely  packed  with  small  lymphocytes,  eosino- 
phils and  a lesser  number  of  polymorphonuclears. 
In  another  section  there  is  a focal  eosinophilic 
infiltration  in  the  submucosa.  No  parasites  can 
be  seen  in  the  center  of  either  area.  The  lymph 
node  shows  dilatation  of  the  sinuses  which  con- 
tain some  littoral  cells,  and  sparse  numbers  of 
small  lymphocytes. 

Diagnosis:  Acute  suppurative  appendicitis,  mild; 
focal  eosinophilic  infiltration  in  wall  of  appendix; 
chronic  lymphadenitis  of  mesenteric  lymph  node. 

S-2090  May  27,  1944 

EVANGELISTA  FIGUEROA  Spec,  rec’d.  5-23-44 
Male  Age-19  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 
measuring  10  cm.  in  length  and  1.0  in  diameter. 
The  serosa  is  somewhat  congested.  On  section 
the  lumen  is  filled  with  dark  brown  matter.  The 


mucosa  is  broad  and  appears  somewhat  edematous. 
The  distal  portion  of  the  lumen  is  eccentric  and 
the  coats  are  somewhat  thinned-out.  A small 
yellow  piece  of  tissue  representing  lymph  node 
is  also  received  which  measures  0.8  x 0.5  x 0.2 
cm.;  its  cut  surface  is  yellowish-gray  and  it  is 
all  embedded. 

Microscopic:  Appendix:  There  is  marked  hyper- 
plasia of  the  lymph  nodules  in  the  mucosa.  The 
latter  contains  small  numbers  of  scattered  poly- 
morphonuclears leucocytes.  The  remaining  coats 
are  unaffected.  Lymph  node:  The  sinuses  are 
markedly  dilated  and  contain  some  littoral  cells 
and  scattered  small  lymphocytes. 

Diagnosis:  Acute  catarrhal  appendicitis;  chronic 
lymphadenitis. 


Unit  No.  19376 
S-2205 

GLADYS  RAMOS  Spec,  rec’d.  7-24-44 

Female  Age-2  years  White  Case  of  Dr.  Asencio 


Gross:  'The  specimen  consists  of  an  empty  gall- 
bladder which  measure  2.8  cms.  in  length  and  1.6 
cms.  in  width.  The  mucosa  is  velvety  but  has 
lost  some  of  its  honeycombed  appearance.  The 
wall  is  edematous  and  measure  0.3  cms.  in  thick- 
ness. A lymph  node  is  also  received  which  mea- 
sures 1.5  X 1.1  X 0.5  cms.  Transections  reveal 
homogeneous  gray  cut-surfaces  which  are  some- 
what discolored  green  because  of  its  remaining 
in  the  bile  colored  solution  in  which  the  speci- 
men came. 

Microscopic:  Gallbladder:  The  mucosal  folds, 

the  muscular  and  fibroseruos  layers  are  moderate- 
ly edematous.  All  are  infiltrated  with  moderate 
numbers  of  small  lymphocytes,  plasma  cells  and 
a lesser  number  of  polys.  The  lumens  of  many  of 
the  veins  are  crowded  with  polymorphonuclear 
leucocytes.  Lymph  node:  The  sinuses  are  mo- 
derately dilated  and  are  filled  with  littoral  cells 
and  a few  lymphocytes.  The  lymphoid  follicles 
are  numerous  and  active. 

Diagnosis:  Acute  and  chronic  cholecystitis; 

chronic  lymphadenitis. 


Unit  No.  33447 
S-2181 

FRANCISCO  ALVELO 
Male  Age-24  yrs.  White 


July  18,  1944 
Spec,  rec’d.  7-10-44 
Case  of  Dr.  Asencio 


Gross:  The  specimen  consists  of  an  appendix 

measuring  11  cms.  in  length  and  0.6  cms.  in  dia- 
meter. On  section  the  lumen  is  seen  to  be  nar- 
row and  to  contain  light  brown  feces.  The  coats 
do  not  appear  abnormal  grossly.  A lymph  node 
is  also  received  which  measures  1 x 0.8  x 0.3  cms. 
Transections  reveal  yellowish-white  cut  surfaces. 
The  lymph  node  is  all  embedded. 

Microscopic:  Appendix:  Portions  of  the  mucosa 
are  infiltrated  with  moderate  number  of  polymor- 
phonuclears. The  remaining  coats  are  normal. 
Lymph  node:  The  sinuses  are  dilated  and  con- 
tain littoral  cells  and  small  lymphocytes.  The 
lymphoid  follicles  are  moderately  active. 
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Diagnosis:  Acute  catarrhal  appendicitis,  chron- 
ic mesenteric  lymphadenitis. 

Unit  No.  34623 

S-2283  Sept.  16,  1944 

JUAN  CENTENO  Spec.  Rec’d.  9-11-44 

Male  Age-18  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  a.ppendix 

measuring  7.2  cms.  in  length  and  0.6  cms.  in  dia- 
meter. On  section  the  lumen  is  seen  to  be  very 
narrow  but  the  coats  appear  normal.  In  addi- 
tion a lymph  node  is  received  and  a very  small 
piece  of  serosal  tissue.  The  lymph  node  mea- 
sures 1.2  X 0.7  X 0.5  cms.  On  section  its  cut  sur- 
faces are  gray.  The  piece  of  serosal  tissue  mea- 
sures not  over  0.1  cms.  in  main  dimension.  One 
surface  is  covered  by  serosa,  and  the  other  sur- 
face is  irregular  and  gray.  On  section  the  cut 
surfaces  are  homogeneously  gray.  All  embedded. 
Microscopic:  The  serosal  tissue  described  gross- 
ly includes  portions  of  the  intestinal  muscle.  With- 
in the  muscle  there  are  four  areas  of  moderate 
fibroblastic  reaction  with  moderate  eosinophilic 
infiltration.  Their  centers  appear  necrotic  and 
in  one  of  them  there  is  a very  definite  schisto- 
soma ovum  while  in  another  such  area  the  out- 
line of  the  schistosoma  ovum  is  barely  visible. 
Lymph  node:  Some  of  the  sinuses  are  dilated  and 
contain  a few  littoral  cells  and  small  numbers 
of  small  lymphocytes.  Appendix:  Normal. 
Diagnosis:  Pseudo-tubercles  of  intestinal  wall 

due  to  schistosoma  Mansoni;  chronic  lymphade- 
nitis: normal  appendix. 

Unit  No.  35048 

S-2344  Oct.  24,  1944 

JOSE  ORTIZ  Spec,  rec’d.  10-11-44 

Male  Age-25  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  a.ppendix  mea- 
suring 7.2  cms.  in  length  and  1 cm.  in  diameter. 
Transections  reveal  the  lumen  to  be  filled  with 
yellowish-green  liquid  feces  intermixed  with  mu- 
cus. In  addition  a lymph  node  is  received  with 
an  attached  piece  of  fatty  tissue  measures  1.8  x 
1.5  X 0.7  cms.  Transections  of  the  lymph  node 
reveal  homogeneously  yellowish-brown  cut  sur- 
faces. On  section  of  the  fatty  piece  of  tissue  no- 
thing unusual  is  seen. 

Microscopic:  Appendix:  In  two  sections  the  coats 
show  slight  edema.  In  one  of  these  there  is  a 
small  area  of  fibro-blastic  reaction  with  a pink 
hazy  center,  which  may  represent  a cross-section 
of  the  body  of  a parasite.  Several  small  groups 
of  small  lymphocytes  are  present  in  the  serosa 
and  mesoappendix  in  one  section.  In  the  muscle 
layer  of  two  sections  there  is  an  overabundance 
of  eosinophils.  Lymph  node:  There  is  a very 
slight  increase  in  fibrous  tissue.  There  is  no 
evidence  of  acute  inflammation.  Fatty  tissue: 
There  is  some  increase  of  fibrous  tissue.  Small 
lymphocytes  are  lightly  scattered  throughout. 
Diagnosis:'  Pseudo-tubercle  in  serosa  of  appendix 
due  to  parasite  (?)  fibrosis  of  mesenteric  lymph 


nods,  slight:  fibrosis  and  chronic  inflammation  of 
mesenteric  fatty  tissue,  slight. 

Unit  No.  35236 

S-2340  Oct.  21,  1944 

JOSE  MALDONADO  Spec,  rec’d.  10-10-44 

Male  Age-19  Colored  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 
which  measures  8.3  cms.  in  length  and  0.8  cms. 
in  diameter.  The  lumen  is  narrow  and  contains 
light  brown  feces.  At  the  proximal  end  the  ap- 
pendix is  somewhat  constricted  and  the  lumen  al- 
most occluded.  The  coats  show  no  abnormali- 

ties grossly.  In  addition  3 small  pieces  of  tis- 
sue are  received,  the  largest  and  next  in  size  ap- 
parently represent  lymph  nodes.  They  measure 
1.1  X 0.8  X 0.5  cms.  and  1 x 0.6  x 0.4  cms.  res- 
pectively. The  smallest  piece  measures  0.6  x 0.3 
X 0.1  cms.  The  lymph  nodes  on  section  show 
homogeneously  yellowish  cut-surfaces.  The  small- 
er piece  of  tissue  on  section  shows  homogeneous 
grayish  cut-surfaces  and  is  all  embedded. 
Microscopic:  Lymph  node:  The  sinuses  are  some- 
what dilated  and  contain  some  littoral  cells.  In 
places  lymphoid  follicles  can  still  be  seen.  Por- 
tion of  normal  capsule  are  present.  Some  fatty 
tissue  is  attached  at  some  of  the  edges.  Appen- 
dix: At  a few  points  the  mucosa  is  hemorrhagic 
but  otherwise  the  sections  show  no  abnormalities 
except  for  slight  thinning-cut  of  the  coats  in  one 
section  where  the  lumen  is  dilated.  No  serosal 
tissue  as  such  is  recognized. 

Diagnosis:  Chronic  lymphadenitis:  dilatation  of 
lumen  of  appendix,  slight. 

Unit  No. 

S-2180  July  18,  1944 

AVELINO  SANCHEZ  Spec,  rec’d.  7-10-44 

Male  Age-24  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 
measuring  3.5  cms  in  length  and  0.8  cms.  in  dia- 
meter. The  serosa  is  somewhat  congested.  Tran- 
sections reveal  a very  narrow  lumen  which  is 
somewhat  eccentric  proximally  and  which  con- 
tain light  brown  liquid  feces.  The  mucosa  is 
somewhat  thinned-out  toward  one  end  of  the 
proximal  portion.  A lymph  node  is  also  received 
which  measures  1.3  x 1 x 0.3  cms.  Transections 
reveal  homogeneous  yellowish  cut-surfaces.  The 
node  is  all  embedded. 

Microscopic:  Appendix:  In  one  section  a large 
part  of  the  serosa,  muscle  coat,  submucosa  and 
mesoappendix  is  markedly  infiltrated  with  eosi- 
nophils. The  remaining  sections  show  no  abnor- 
mal cell  a.ccumulatlons.  Lymph  node:  The  sinu- 
ses are  dilated  and  contain  large  numbers  of 
polymorphonuclears  intermixed  with  small  lymph- 
ocytes. 

Diagnosis:  Acute  mesenteric  adenitis:  eosinophilic 
infiltration  of  appendix. 

Unit  No.  14928 

S-2271  Sept.  13,  1944 

JOSE  M.  PAGAN  Spec,  rec’d. 

Male  Age-32  White  Case  of  Dr.  Asencio 
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Gross:  The  specimen  consist  of  an  appendix  mea- 
suring 6 cms.  in  length  and  0.8  cms.  in  diameter. 
The  serosa  is  gray.  Transections  reveal  the  lu- 
men to  be  narrow  and  occluded  with  dark  brown 
matter.  A lymph  node  is  also  received  which 
measures  2 x 1.4  x 0.7  cms.  Transections  reveal 
yellow  homogeneous  cut-surfaces. 

Microscopic:  Appendix:  Portions  of  the  base  of 
the  mucosa  has  undergone  some  fibrosis.  The 
submucosa  is  broad  and  is  in  some  places 
replaced  by  fatty  tissue.  The  remaining  coats 
are  normal.  Lymph  node:  The  sinuses  are  mar- 
kedly dilated  and  filled  with  littoral  cells  and 
small  numbers  of  lymphocytes.  In  several  of  the 
sinuses  there  are  one  or  two  large  cells  that  ap- 
pear like  giant  cells  of  the  foreign  body  type.  How- 
ever, this  is  not  at  all  certain.  There  is  no  evi- 
dence of  any  fibro-blastic  reaction.  The  ca.psule 
is  normal. 

Diagnosis:  Chronic  lymphadenitis  of  mesenteric 
lymph  node;  chronic  appendicitis. 

Unit  No.  36860 

S-2523  Jan.  25,  1945 

MARIA  A.  AVILES  Spec,  rec’d.  1-19-45 

Female  Age-12  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 
which  is  coiled  upon  itself  and  a small  firm  gray 
piece  of  tissue  representing  lymph  node.  The  ap- 
pendix measures  2.3  cms.  in  length  and  0.5  cms. 
in  diameter.  The  serosa  is  normal.  On  section 
the  lumen  is  seen  to  be  very  narrow  in  the  pro- 
ximal portion  but  wider  in  the  distal.  It  is  filled 
with  light  brown  feces.  The  lymph  node  measures 
1.5  X 1.1  X 0.3  cms.  On  section  the  cut-surfaces 
are  dark  gray  with  several  brown  spots. 
Microscopic:  Appendix:  There  are  no  abnormali- 
ties. Lymph  node:  shows  a moderate  dilatation 
of  its  sinuses  which  contain  littoral  cells  and 
some  small  lymphocytes. 

Diagnosis:  Mesenteric  lymph  adenitis,  chronic; 
appendix. 

Unit  No.  38081 

S-2669  April  16,  1945 

LUIS  R.  RIVERA  Spec,  rec’d.  4-9-45 

Male  Age-8  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix  and 
two  lymph  nodes.  The  appendix  measures  10.5 
cms.  in  length  and  0.7  cms.  in  diameter.  The 
serosa  is  congested.  On  section  the  lumen  is  seen 
to  be  filled  with  dark  brown  feces.  The  mucosa 
is  greatly  narrowed.  The  two  lymph  nodes  are 
of  approximately  the  same  size  and  measure  not 
over  1 cm.  in  main  dimension.  Their  cut-sur- 
faces are  grayish-brown.  The  lymph  nodes  are 
all  embedded. 

Microscopic:  All  the  coats  are  moderately  infil- 
trated with  polymorphonuclear  leucocytes.  Lymph 
nodes:  The  sinuses  are  dilated  and  contain  a mo- 
derate number  of  littoral  cells.  There  is  exces- 
sive fibrosis  of  the  stroma  generally.  The  lymph- 
oid follicles  show  little  or  no  activity. 


Diagnosis:  Acute  suppurative  appendicitis;  chro- 
nic mesenteric  lymphadenitis. 

Unit  No:  37231 

S-2552  Case  of:  Dr.  Montalvo. 

MANOLIN  BECERRIL  Spec,  rec’d.  2-2-45 

Male  Age  - 7-1 1 2 yrs.  Feb.  14,  1945 

Cross:  The  specimen  consists  of  an  appendix  and 
a mesenteric  lymph  node.  The  appendix  measures 
9 cms.  in  length  and  0.6  cms.  in  diameter.  Tran- 
sections reveal  the  lumen  to  be  empty  and  nar- 
row. The  serosa  is  normal.  The  lymph  node 
measures  1.2  x 0.8  x 0.5  cms. 

On  section  the  surfaces  are  homogeneously  light 
gray. 

Microscopic:  Appendix:  All  the  coats  of  the  ap- 
pendix are  lightly  infiltrated  with  polymorpho- 
nuclear leucocytes.  The  mesoappendix  is  also  in- 
volved in  the  inflammatory  process.  The  number 
of  eosinophils  seen  within  the  mucosa  is  mode- 
rately excessive.  Lymph  node:  Very  few  lymph- 
oid follicles  are  seen  but  they  show  central  acti- 
vity. A few  of  the  sinuses  are  slightly  dilated. 
Diagnosis:  Acute  suppurative  appendicitis;  me- 
senteric lymph  node. 

Unit  No.  33584 
S-2545 

JULIA  GARCIA  Feb.  9,  1945 

Female  Age  11  yrs.  Spec,  rec’d.  2-1-45 

Colored  Case  of:  Dr.  Asencio 

Cross:  The  specimen  consist  of  an  appendix 
which  measures  5 cms.  in  length  and  0.8  cms.  in 
diameter  except  for  the  distal  1 cm.  which  is 
only  Ü.4  cms.  in  diameter.  On  section  the  mucosa 
appears  greatly  edematous  and  the  lumen  a mere 
slit.  The  remaining  coats  show  no  abnormalities 
grossly.  In  addition  a mesenteric  lymph  node  is 
also  received  which  measures  1.5  x 1 x 0.4  cms.  and 
whose  cut-surfaces  are  light  yellow. 

Microscopic:  Appendix:  The  lymphoid  follicles 
are  hyperplastic.  The  subserosal  tissues  are  ex- 
cessively fibrous  and  moderately  edematous,  con- 
taining a moderate  number  of  small  lymphocytes. 
In  the  mesoappendix  in  one  section  there  is  an 
increase  of  fibrous  tissue  and  some  fibroblastic 
reaction  is  still  apparent.  Also  there  is  a large 
accumulation  of  small  lymphocytes  adjacent  to 
which  is  a small  group  of  eosinophils.  In  one 
section  at  one  point  there  is  a dense  focal  accu- 
mulation of  eosinophils.  In  the  feces  in  the  lumen 
of  one  section  there  is  a portion  of  an  ovum 
which  resembles  tenia  saginatta.  In  a fifth  section 
the  lumen  is  occluded  by  fibrous  tissue.  Lymph 
node:  The  sinuses  are  moderately  dilated  and 

contain  a few  littoral  cells  and  some  small  lympho- 
cytes. 

Diagnosis:  Focal  eosinophilic  infiltration  in  sub- 
mucosa of  appendix;  chronic  peri-appendicitis, 
obliteration  of  lumen  of  appendix  by  fibrous  tis- 


ACUTE  SEGMENTAL  ENTERITIS 


ASENCIO 


31 


sue;  ovum  of  tenia  saginatta  (?)  in  feces;  me- 
senteric adenitis,  chronic. 

Unit  No:  35172 
S-2169 

CLOTILDE  RIVERA 
P''emale.  Age-23  yrs.  White 

July  18,  1944 
Spec,  rec’d.  7-3-44 
Case  of:  Dr.  Asencio 

Gross:  The  specimen  consist  of  an  appendix 
measuring  7 cms.  in  length  and  1.3  cms.  in  dia- 
meter. The  serosa  is  covered  by  a thin  layer  of 
fibrin.  Transections  reveal  the  lumen  to  be  di- 
lated and  eccentric  in  the  distal  portion  while  pro- 
ximately  it  is  more  narrow,  and  filled  with  a dark 
bloody  fluid.  The  mucosa  and  submucosa  are 
markedly  edematous.  In  the  proximal  portion 
a small  bone  which  appears  like  fishbone,  is  found 
free  in  the  lumen  and  measures  1.5  cms.  in  length 
but  less  than  0.1  cm.  in  thickness.  A small  lymph 
node  is  also  received  which  measures  1.1  x 0.8 
X 0.3cms.  The  cut  surfaces  are  yellowish-white. 
The  node  is  all  embedded. 

Microscopic:  All  the  coats  are  markedly  broad- 
ened by  edema.  Although  the  majority  of  the  in- 
filtrating cells  in  all  the  coats  are  eosinophils, 
polymorphonuclears  are  occasionally  seen  among 
them,  as  well  as  plasma  cells  in  the  subserosal 
tissue  intermixed  with  groups  of  small  lympho- 
cytes. The  lymph  node  shows  a moderate  dila- 
tation of  the  sinuses  which  contain  littoral  cells 
and  a few  lymphocytes. 

Diagnosis:  Acute  catarrhal  appendicitis;  fish 
bone  in  lumen  of  appendix;  chronic  lymphadenitis 
of  mesenteric  lymph  node. 

S-1426 

MANUEL  ORTIZ  RIVERA 
Male  Age-26  yrs.  White 

March  29,  1943 
Spec,  rec’d.  3-9-43 
Case  of:  Dr.  Asencio. 

• 

Gross:  The  specimen  consists  of  a.  piece  of  small 
Intestine  measuring  11  cm.  in  length  by  3 cm.  in 
width.  The  peritoneal  surface  is  hemorrhagic 
and  is  covered  by  a small  amount  of  fibrine.  On 
opening  the  intestine  a small  amount  of  brownish 
material  is  found  in  the  lumen.  The  mucosa  is 
hemorrhagic  and  thrown  into  numerous  trans- 
verse folds.  Sections  reveal  necrosis  of  the  mu- 
cosa and  edema  of  the  submucosal  layer.  At 
either  end  is  a small  piece  of  normal  appearing 
intestine. 

Microscopic:  The  mucosa  is  intensely  hemorrha- 
gic, especially  at  its  base  and  is  infiltrated  in  one 
section  with  polymorphonuclears.  The  muscular- 
is  mucosa  is  little  affected  except  for  slight  edema. 
The  submucosa  is  markedly  edematous  and  mode- 
rately infiltrated  with  polymorphonuclears  and 
round  cell^;  in  one  section  it  shows  recent  hemor- 
rhage. The  muscularis  and  serosa  are  moderately 


edematous  and  show  polymorphonuclear  and 
round  cell  infiltration.  The  clinical  notes  about 
this  case  are  so  brief  as  to  render  the  pathologic 
interpretation  very  difficult.  The  above  described 
alterations  could  be  secondary  to  obstruction  from 
a number  of  cases,  and  on  the  other  hand  would 
be  compatible  with  a diagnosis  of  acute  regional 
enteritis. 

Unit  No:  8292 
S-1579 

MARIA  L.  COLON 
Female  Age-15  yrs.  White 

Aug.  3,  1943 

Spec,  rec’d.  7-22-43 

Case  of:  Dr.  Asencio 

Gross:  The  specimen  consist  of  an  appendix  and 
two  firm  grayish-white  pieces  of  tissue.  The  ap- 
pendix measures  8.4  cm.  in  length  by  0.7  cm.  in 
diameter.  A small  portion  of  the  mesoappendix  is 
attached.  The  serosa  is  partly  discolored  brown. 
Transections  reveal  a patent  but  narrow  lumen. 
Toward  the  distal  end  the  mucosa  is  very  broad 
and  almost  totally  occludes  the  lumen.  There 
are  several  brown  spots  discoloring  the  submu- 
cosa. The  larger  of  the  two  pieces  of  white  tissue 
representing  mesenteric  lymph  node  measures  2 
cm.  in  main  diameter.  The  surface  is  yellowish. 
Transections  reveal  a,  homogeneous  whitish-gray 
cut  surface.  The  smallest  piece  is  more  or  less 
round  and  measures  0.6  cm.  in  main  diameter,  and 
represents  a small  nodule  fpund  in  the  serosal  sur- 
face of  the  ileum.  Transections  reveal  a homo- 
geneous white  surface  with  a single  brown  streak. 
Microscopic:  Lymph  node:  The  sinuses  are  dilated 
and  filled  with  littoral  cells  and  some  large  mono- 
nuclears. There  are  one  or  two  inactive  germinal 
centers  present.  In  a few  places  giant  cells  of  the 
foreign  body  type  are  seen  in  the  sinuses  but 
show  no  peripheral  reaction.  Peritoneal  node: 
The  tissue  is  fibrous  and  shows  variously  sized 
usually  well  developed  tubercles,  some  of  which 
are  confluent,  with  frequent  giant  cells  of  the 
Langhan’s  type  within  them. 

There  is  an  infiltration  with  lymphocytes  and 
other  round  cells  about  the  tubercles.  There  are  a 
few  areas  of  caseation  present.  Appendix:  Except 
for  some  subserosal  edema,  the  appendix  is  nor- 
mal. 

Ziehl-Neelsen  Stain:  Negative. 

Diagnosis:  Tuberculosis  of  the  peritoneum  with 
involvement  of  the  lymph  nodes;  chronic  lympha- 
denitis; normal  appendix. 

Unit  No:.  27369 

S-1660 

INES  VAZQUEZ  RODRIGUEZ 
Male  Age-17  yrs.  White 

Sept.  30,  1943 
Spec,  rec’d.  9-2-43 
Case  of:  Dr.  Asencio 
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Gross:  The  specimen  consist  of  a portin  of  small 
intestine  measuring  5.5  x 5 x 0.5  cm.  In  the  cen- 
ter running  longitudinally,  is  an  ulcer  which 
runs  the  entire  length  of  the  specimen  and  mea- 
sures 5.2  X 2.5  cm.  The  surface  of  the  ulcer  is 
covered  by  a greenish  material.  A few  light 
areas  appear  throughout  the  base  of  the  ulcer. 
On  section  through  the  ulcer,  the  mucosa  is  most- 
ly destroyed.  The  submucosa  beneath  the  ulcer- 
ated area  is  broadened  and  edematous.  The  ul- 
ceration does  not  extend  very  deeply  into  the 
submucosa.  The  muscularis  and  serosa  are  nor- 
mal. 

Microscopic:  A large  portion  of  the  mucosa 
shows  alternate  areas  of  ulceration  and  more 
normal  areas.  The  areas  of  ulceration  are  covered 
by  a thick  fibrinopurulent  exudate.  Almost  the 
entire  submucosa  is  markedly  edematous  and 
thickly  infiltrated  with  polymorphonuclears.  The 
muscle  coats  for  the  most  part  appear  normal. 
There  is  some  subserosal  edema. 

Diagnosis:  Ulcer  of  small  intestine  of  unknown 
eitology. 

Unit  No:.  29059 
S-1798 

.lUSTINO  DIAZ 

Male  Age-37  yrs.  White 

Feb.  16,  1944 

Spec,  rec’d.  11-29-43 

Case  of:  Dr.  González 

Gross:  The  specimen  consist  of  an  appendix  me- 
suring  7 cms.  in  length  and  0.8  cm.  in  diameter. 
The  serosa  appears  normal.  Transections  reveal 
a patent  lumen  which  is  narrowed  at  the  tip. 
There  the  mucosa  is  very  broad.  The  walls  apper 
normal  otherwise.  One  lymph  node  is  received 
which  measures  2 x 1.5  x 0.7  cms.  Transections 
reveal  a homogeneous  yellow  surface  with  several 
pinpoint  brownish  areas. 

Microscopic:  One  section  shows  pseudo-tubercles 
in  the  submucosa  adjacent  to  one  another.  These 
pseudo-tubercles  are  well  formed  and  have  defi- 
nite areas  of  fibroblastic  reaction  about  them 
which  contain  scattered  lymphocytes  and  some 
eosinophils.  In  the  center  of  one  can  be  seen 
the  remnants  of  what  appears  to  be  the  shell  of 
a schistosoma  embryo.  In  another  section  a 
pseudo-tubercle  is  present  in  the  mucosa,  but  is 
not  as  well  defined.  The  remaining  coats  show 
no  abnormalities.  Lymph  node:  The  sinuses  are 
greatly  dilated  and  filled  with  littoral  cells  and 
with  pigment  laden  phagocytes.  A few  lymphoid 
follicles  are  present  and  these  show  slight  cen- 
tral hyperplasia.  The  capsule  is  slightly  thick- 
ened in  places  and  is  infiltrated  with  round  cells. 
Diagnosis:  Schistosoma  pseudo-tubercles  in  ap- 
pendix; chronic  lymphadenitis. 

S-2117 

JULIA  GARCIA 

Fmnale  Age-17  yrs.  White 

June  10,  1944 
Spec,  rec’d.  6-5-44 
Case  of  Dr.:  Asencio. 


Gross:  The  specimen  consist  of  an  appendix  and 
3 pieces  of  tissue  representing  lymph  node.  The 
appendix  measures  6 cm.  in  length  and  0.7  cm. 
in  diameter.  On  section  the  lumen  is  dilated  and 
filled  with  soft  brown  feces.  The  mucosa  is  thin- 
ned-out.  The  lymph  nodes  average  1 cm.  in  great- 
est diameter.  On  section  their  cut-surfaces  are 
grayish  and  somewhat  soft. 

Microscopic:  Appendix:  The  lumen  is  moderately 
dilated  in  several  of  the  sections  but  there  is  no 
evidence  of  any  inflammatory  reaction.  The  si- 
nuses of  the  lymph  node  are  moderately  dilated. 
They  contain  some  littoral  cells  and  sparse  num- 
bers of  small  lymphocytes.  Some  of  the  lymphoid 
follicles  show  very  slight  activity. 

Diagnosis:  Dilatation  of  lumen  of  appendix;  chro- 
nic lymphadenitis,  mild. 

Unit  No:  28803 
S-1761 

VALERIANO  MARRERO 
Male  Age-5  yrs.  White 

Nov.  24,  1943 
Spec,  rec’d.  11-12-43 
Case,  of:  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  appendix 
and  several  lymph  nodes.  The  appendix  measures 
7 cm.  in  length  by  0.5  cm.  in  diameter.  It  is 
normal  grossly  and  on  section.  The  cut  surface 
of  the  nodes  are  white  and  homogenous. 
Microscopic:  Appendix:  There  is  slight  subsero- 
sal edema.  The  muscularis  and  submucosa  appear 
normal.  The  mucosa  is  normal.  Lymph  nodes: 
The  sinuses  are  greatly  dilated  and  contain  a 
large  amount  of  polymorphonuclears.  Very  little 
of  the  capsule  is  shown  and  is  normal  except  for 
slight  edema. 

Diagnosis:  Normal  appendix;  acute  lymphade- 
nitis. 

Unit  No.;  28616 
S-1751 

ISMAEL  RODRIGUEZ  AYALA 
Male  Age-7  White 

November  24,  1943 
Spec,  rec’d  11-8-43 
Case  of:  Dr.  Asencio 

Gross:  The  specimen  consists  of  the  entire  small 
intestine  attached  to  the  mesentery,  received  4 
days  after  postmortem  removal.  The  upper  por- 
tion of  the  jejunum  for  a distance  of  24  cm.  ap- 
pears slightly  darker  than  the  remaining  intes- 
tine through  the  serosa.  The  mesenteric  lymph 
nodes  are  larger  than  normal  and  slightly  hemor- 
rhagic. On  opening  the  intestine  the  lumen  is 
seen  to  be  filled  with  a dark  brownish  liquid. 
The  upper  slightly-discolored  jejunal  portions 
shows  a somewhat  darker  than  normal  mucosa. 
The  walls  are  somewhat  broader  than  normal. 
The  remaining  intestine  shows  autolysis  of  the 
mucosa. 

Microscopic:  Autolysis  is  marked.  Large  areas 
of  the  mucosa  are  necrotic.  Numerous  polymor- 
phonuclears and  plasma  cells  are  present  in  these 
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areas  aud  iu  the  submucosa  just  beneath  it.  Gen- 
erally, the  submucosa  is  greatly  broadened  by 
edema  and  moderately  infiltrated  by  polys  and 
plasma  cells.  The  muscle  coats  and  subserosal 
tissues  shows  slight  edema.  Numerous  pigment- 
laden phagocytes  are  scattered  throughout.  Lymph 
node:  The  sinuses  are  markedly  dilated  and  there 
are  desquamation  of  littoral  cells.  There  is  no  in- 
crease in  the  number  of  polymorphonuclears.  The 
germinal  centers  are  not  active.  Numerous  pig- 
ment-laden phagocytes  are  scattered  throughout. 
Diagnosis:  Acute  regional  enteritis;  chronic 

lymphadenitis. 

Unit  No.  27667 
S-1711 

ANDRES  VARGAS 
Male  Age-17  White 

Spec.  Rec’d:  10-15-43 

Case  of:  Dr.  Asencio 

Gross:  The  specimen  consists  of  a previously 
opened  portion  of  small  intestine  measuring  17.5 
cm.  in  length  by  4.5  cm.  diameter.  There  are  two 
dark  hemorrhagic  areas  extending  transversely 
across  the  intestine  and  somewhat  constricting 
the  lumen.  The  mucosa  is  strained  light  yellow. 
In  one  portion  there  is  a perforation  measuring 
0.4  cm.  in  diameter  which  corresponds  to  one  of 
the  external  hemorrhagic  areas.  In  this  region 
the  serosal  surfaces  appear  to  be  adherent.  The 
intestinal  mucosa  at  this  area  is  ulcerated.  Tran- 
sections  through  this  area  reveal  all  the  coats 
to  be  intensely  hemorrhagic  and  necrotic.  Tran- 
section through  the  other  hemorrhagic  area  re- 
veal all  the  subserosal  tissues  to  be  hemorrhagic 
but  this  does  not  seen  to  affect  the  remaining 
coats.  A small  lymph  node  measuring  1 cm.  in 
main  diameter  is  included.  Transections  reveal  a 
yellowish  surface.  All  of  the  node  is  embedded. 
Microscopic:  The  mucosa  is  intensely  infiltrated 
with  polymorphonuclears  and  is  completely  des- 
troyed in  some  areas.  The  submucosa  is  intensely 
edematous  and  infiltrated  with  polys.  Lympho- 
cytes and  round  cells.  In  some  areas  granulation 
tissues  replaces  the  mucosa.  Numerous  fibroblasts 
can  be  seen  both  in  the  mucosa  and  in  the  sub- 
mucosa and  occasionally  extending  into  the  mus- 
cular and  serosal  layers,  the  latter  of  which  is 
intensely  congested  and  edematous.  In  one  of  the 
sections  the  submucosa  is  broadened  by  the  for- 
mation of  fibrous  tissue  and  numerous  thin-walled 
blood  vessels.  In  this  same  area  there  are  several 
groups  of  foreign  body  giant  cells  enclosing  suture 
material.  The  lymph  node  mentioned  grossly  does 
not  appear  in  the  sections. 

Diagnosis:  Regional  enteritis  with  ulceration. 

Unit  No.  28902 
S-1706 

GRISTING  RIVERA 
Male  Age-20  White 

Spec.  Rec’d  1-12-43 

Case  of:  Dr.  Asencio 

Gross:  The  specimen  consists  of  a previously 


opened  portion  of  small  intestine  measuring  18.5 
cm.  in  length  and  4 cm.  in  diameter.  The  serosa 
appears  normal  except  for  a small  number  of 
transverse  hemorrhagic  areas  faintly  visible 
throughout  the  serosa.  The  inside  of  the  specimen 
is  lined  by  light  yellow  mucosa  thrown  up  into 
numerous  folds.  There  are  several  areas  which 
show  superficial  ulceration  of  the  mucosa.  Sec- 
tions through  the  ulcerated  areas  show  the  des- 
truction to  reach  the  muscular  layer.  There  are 
numerous  whipworms  between  the  folds  of  the 
mucosa.  No  perforation  is  found. 

Microscopic:  All  the  coats  of  the  intestine  are 
edematous,  especially  the  submucosa.  There  are 
areas  of  ulceration  and  necrosis  in  the  mucosa,  al- 
ternating with  more  normal  areas.  In  the  ulce- 
rated area  very  little  granulation  tissue  can  be 
found.  There  is  necrosis  completely  destroying 
the  mucosa  and  a large  portion  of  the  submucosa, 
the  areas  being  intensely  infiltrated  with  polymor- 
phonuclears, eosinophils  and  some  round  cells.  In 
many  areas  the  mucosa  is  entirely  normal,  but 
when  this  takes  place  in  the  neighborhood  of 
ulcers  the  subjacent  submucosa  is  congested,  ede- 
matous and  infiltrated  by  varying  number  of 
large  mononuclear  cells  admixed  with  a few  polys 
an  occasional  eosinophil. 

Diagnosis:  Acute  regional  enteritis  with  ulcera- 
tions; trichuriasis. 

S-2520 

JOSE  FALCON 
Male  Age-20  White 

January  24,  1945 

Spec,  rec’d.  1-18-45 

Case  of:  Dr.  Asencio. 

Gross:  The  specimen  consists  of  a short  piece 
of  small  intestine  and  an  appendix.  The  intestine 
measures  5.7  cms.  in  length  and  3 cms.  in  dia- 
meter. When  it  is  opened  the  mucosa  is  seen  to 
be  edematous  and  is  thrown  up  into  numerous 
low  folds.  At  several  points  the  mucosa  appears 
eroded,  but  very  superficially.  On  section  the  cut- 
surfaces  reveal  the  submucosa  beneath  the  ulcera- 
ted mucosal  areas  to  be  discolored  brown.  The 
appendix  measures  10.8  cms.  in  length  and  0.8 
cms.  in  diameter.  On  section  the  lumen  is  seen 
to  be  dilated  and  the  coats  thinned-out.  In  the 
proximal  half  the  lumen  is  filled  with  dark  brown 
feces  while  in  the  distal  half  the  feces  are  dark 
yellow. 

Microscopic:  Large  portions  of  the  mucosa  show 
recent  ulceration,  beneath  which  the  submucosa  is 
markedly  edematous  and  hemorrhagic.  The  mus- 
cularis  mucosae  is  slightly  thickened.  The  muscle 
coat  is  broadened  and  along  with  subserosal  tissue 
is  somewhat  congested.  The  portions  of  more 
normal  mucosa  show  moderate  infiltration  witn 
round  cells.  Appendix:  None  of  the  sections  are 
infiltrated  with  any  abnormal  cells.  The  lumen 
is  dilated  in  three  sections  In  the  lumen  of  one 
section  the  feces  contain  an  ovum  of  tenia  sagi 
natta  and  one  of  trichuria  trichuiris. 

"Diagnosis:  Acute  ulcerative  ileitis;  trichuria  and 
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tenia  saginatta  ova  in  feces  of  appendix;  dilata- 
tion of  lumen  of  appendix. 

NATHAN  RIFKINSON,  M.  D. 

S-2554  February  16,  1945 

ANIBAL  TORRES  Spec,  rec’d.  2-2-45 

Male  Age-29  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a portion  of  small 
intestine.  At  one  end  the  intestine  is  folded  into 
a loop  and  held  together  by  very  strong  adhesions. 
The  serosa  covering  the  loop  is  brownish-black. 
The  entire  mass  measures  23  cms.  in  length.  The 
intestine  not  included  in  the  loop  measures  2.4 
cms.  in  diameter,  while  the  loop  is  5 cms  in  width 
and  3 cms.  in  diameter.  In  the  crotch  of  the  fold 
the  tissue  is  very  hard.  When  the  entire  intestine 
is  opened  the  mucosa  appears  gray  and  in  low 
folds.  In  the  looped  area  the  mucosa  is  light 
pink  and  shows  a small  ulcer  0.5  cms.  in  diameter 
on  the  mesenteric  side,  through  which  loose  thin 
white  tissue  protrudes.  The  intestinal  lumen  is 
nowhere  narrowed.  Sections  through  the  firm 
area  reveal  edematous  light-yellow  cut-surfaces 
with  few  light  strands  running  longitudinally. 
Portions  resemble  lymphoid  tissue.  In  addition 
a small  piece  of  flat  fatty  tissue  is  received  which 
measures  2.5  x 2 cms.  It  shows  nothing  unusual 
on  section. 

Microscopic:  Section  of  intestine  show  the  mu- 
cosa to  be  somewhat  edematous  and  infilti’ated 
somewhat  excessively  with  round  cells.  The  sub- 
mucosa is  tremendously  broadened  by  edema  and 
is  practically  acellular.  The  muscularis  is  not 
remarkable  while  the  subserosal  tissues  are  thick- 
ened by  fibrosis,  are  hemorrhagic  and  are  infil- 
trated with  numerous  round  cells.  There  are  sev- 
eral sections  of  intestinal  wall  in  which  there  are 
large  portions  of  lymphoid  tissue.  In  all  of  these 
areas,  but  especially  in  the  largest  there  are  some 
adjacent  small  areas  of  fibro-blastic  activity  at 
times  resembling  tubercles.  Only  2 or  3 giant  cells 
of  the  Langhan’s  type  are  seen.  There  are  some 
littoral  cells  in  the  sinuses.  The  overlying  mu- 
cosa. is  excessively  infiltrated  with  round  cells. 
Zie?il-Neelsen  Stain:  There  are  a few  suspicious 
acid-fast  rod-like  structures  which  may  be  tubercle 
bacilli,  but  because  of  adjacent  surrounding  debris 
this  cannot  be  said  with  certainty. 

Diagnosis:  Tuberculosis  (?)  of  mesenteric  lymph 
node  with  secondary  involvement  of  ileum. 

NATHAN  RIFKINSON,  M.  D. 

S-2654  April  9,  1945 

JUAN  CRUZ  Spec,  rec’d.  3-30-45 

Male  Age-46  White  Case  of  Dr.  Montalvo 

Gross:  The  specimen  consists  of  a portion  of  small 
intestine  which  measures  20  cms.  in  length  and 
3 cms.  in  diameter.  The  serosa  appears  edema- 
tous. A portion  of  the  intestine  has  been  opened 
prior  to  submission.  In  the  lumen  some  indiges- 
tible matter  is  present.  The  mucosa  is  thrown 
up  into  even  folds  for  % the  length,  while  in  the 
remaining  half  the  mucosa  is  moderately  edema- 
tous. On  section  of  the  wall  all  the  coats  appear 


edematous  particularly  the  mucosa.  In  the  more 
normal  portions  nothing  unusual  is  disclosed. 
Microscopic:  The  mucosa  contains  an  excess  of 
small  lymphocytes  and  a few  polymorphonuclear 
leucocytes.  The  submucosa  in  one  section  is 
markedly  edematous  as  well  as  the  muscularis 
and  the  subserosal  tissues.  Attached  to  the  serosa 
in  one  section  is  a small  fibrous  tag  that  has  been 
markedly  vascuolarized.  There  is  no  evidence  of 
tuberculosis. 

Diagnosis:  Acute  and  chronic  ileitis,  mild;  fi- 
brous tag  on  serosa  of  ileum. 

NATHAN  RIFKINSON,  M.  D. 

S-2647  April  19,  1945 

ROBERTO  RIVERA  Spec,  rec’d.  3-27-45 

Male  Age-18  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a portion  of  small 
intestine  and  an  appendix.  The  intestine  mea- 
sures 8.5  cms.  in  length  and  2.5  cms.  in  diameter. 
The  serosa  is  slightly  edematous  at  the  mesenter- 
ic attachment.  On  section  the  mucosa  and  sub- 
mucosa are  seen  to  be  edematous.  In  the  center 
is  an  ulcer  of  the  mucosa  1.5  cms.  in  diameter. 
The  appendix  measures  7 cms.  in  length  and  0.9 
cms.  in  diameter.  The  serosa  is  congested.  On 
section  the  lumen  is  seen  to  be  filled  with  brown 
feces  and  some  of  the  mucosa  is  discolored  brown. 
Microscopic:  Ileum:  In  one  section  the  mucosa  is 
ulcerated  and  at  several  points  this  ulceration  ex- 
tends for  a short  distance  into  the  submucosa. 
The  latter  is  markedly  edematous  and  contains 
large  numbers  of  round  cells  and  polymorphonu- 
clear leucocytes.  The  muscularis  and  subserosal 
tissues  show  moderate  edema  and  also  contain 
polys  and  round  cells.  Both  the  subserosa  and 
the  submucosa  contain  occasional  small  hemo- 
rrhages. At  one  end  of  the  section  the  serosa 
is  covered  by  a thin  layer  of  fibrino-purulent 
exudate.  In  another  section  all  the  coats  are  ede- 
matous and  contain  small  numbers  of  polymor- 
phonuclears  and  lymphocytes.  Appendix:  In  two 
sections  the  appendix  shows  no  abnormal  cellular 
infiltration.  'There  is  moderate  subserosal  edema. 
In  two  other  sections  the  process  of  inflammation 
described  in  the  ileum  appears  to  be  taking  place 
here  too  with  the  entire  mucosa  being  replaced 
by  purulent  exudate  and  the  remaining  coats  be- 
ing moderately  edematous  and  infiltrated  with 
moderate  numbers  of  lymphocytes  and  polys. 
Diagnosis:  Acute  ulcerative  ileitis  with  involve- 
ment of  portion  of  appendix;  peritonitis  about 
ileum.  < 

NATHAN  RIFKINSON,  M.  D. 

S-2604  March  10,  1945 

VIDAL  VAZQUEZ  Spec,  rec’d.  3-3-45 

Male  Age-42  White  Case  of  Dr.  -Asencio 

Gross:  The  specimen  consists  of  a portion  of 
ileum  which  measures  65  cms.  in  length  and  2.8 
cms.  in  diameter.  The  serosa  is  grayish-pink.  On 
opening  the  lumen,  46  cms.  of  mucosa  in  the  cen- 
ter appear  to  be  grangrenous  while  at  either  end 
a small  portion  of  normal  appearing  intestine 
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is  present.  In  the  gangrenous  region  the  wall  is 
very  fragile  and  is  brownish-red.  The  more  nor- 
mal mucosa  is  light  pink,  and  appears  slightly 
edematous.  There  is  no  evidence  of  any  perfora- 
tion. 

Microscopic:  Two  sections  show  moderately  ad- 
vanced necrosis  of  the  entire  wall.  There  is  one 
section  which  is  more  normal  appearing  whose 
mucosa  is  infiltrated  with  excessive  amounts  of 
round  cells.  The  subserosal  tissue  is  moderately 
edematous. 

Diagnosis:  Gangrene  of  small  intestine;  chronic 
ileitis,  probably  secondary. 

NATHAN  RIFKINSON,  M.  D. 

S-2666  March  13,  1945 

Alejandro  González  Spec,  rec’d.  3-6-45 

Male  Age-15  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a piece  of  intes- 
tine measuring  37  cms.  in  length  and  3 cms.  in 
diameter.  At  the  mesenteric  attachment  there  is 
a group  of  three  lymph  nodes  approximately  0.9 
cms.  in  diameter  each,  and  like  the  surrounding 
mesenteric  tissue  appears  hemorrhagic.  On  open- 
ing the  intestine  some  partially  digested  food  is 
found.  The  mucosa  is  pale  and  is  thrown  up  into 
even  low  folds.  There  is  no  evidence  of  ulcera- 
tions. The  Peyer’s  patches  are  normal.  The  wall 
is  of  normal  thickness.  The  serosa  is  congested. 
Toward  one  end  there  is  some  hemorrhage  into 
the  subserosal  tissue  and  the  submucosa  appears 
somewhat  thickened.  There  is  also  a thin  line 
of  brownish  dicoloration  at  the  submucosal-mus- 
cular junction.  The  serosa  at  this  point  is  co- 
vered by  some  fibrino-purulent  exudate  and  ex- 
cept for  this  one  area  of  external  pathology  which 
does  not  measure  over  3 cms.  in  main  dimension, 
little  gross  pathology  can  be  detected.  An  ap- 
pendix is  also  received  which  measures  5 cms.  in 
length,  2 cms.  in  width,  and  1 cm.  in  thickness. 
The  distal  % is  surrounded  by  organizing  fibri- 
no-purulent exudate.  The  appendix  distally  shows 
a rather  narrow  lumen  and  very  pale  mucosa  and 
submucosa,  while  proximally  some  of  the  mucosa 
is  discolored  brown. 

Microscopic:  Small  intestine:  In  all  sections  of 
small  intestine  the  submucosa  is  greatly  broad- 
ened by  edema,  and  is  excessively  vascular  and  is 
infiltrated  with  moderate  numbers  of  round  cells. 
The  muscle  coat  is  also  edematous  in  places  and 
contains  groups  of  round  cells  intermixed  with 
occasional  polymorphonuclear  leucocytes.  At  some 
points  there  is  excessive  vascuolarization.  The 
subserosa  is  partially  repla.ced  by  granulation  tis- 
sues and  contains  moderate  numbers  of  inflam- 
matory cells  but  more  polys  than  in  the  other 
coats.  The  mucosa  shows  an  excess  of  eosino- 
philes.  Another  section  shows  a Peyer’s  patch 
which  is  in  part  replaced  by  granulation  tissue. 
In  still  a fourth  section  the  subserosa  is  very 
broad  and  hemorrhagic  in  places.  On  the  serosa 
there  is  a thick  layer  of  fibrino-purulent  exudate. 
The  wall  of  the  appendix  is  greatly  broadened, 
particularily  the  subserosa  which  is  the  seat  of 
marked  fibro-blastic  activity  and  which,  like  the 


muscularis  and  submucosa,  is  overrun  by  round 
cells,  polymorphonuclears  and  eosinophiles.  The 
mucosa  contains  an  excess  of  round  cells.  Or- 
ganizing fibrino-purulent  exudate  is  seen  on  the 
serosa.  The  periglandular  tisue  of  the  mesenteric 
lymph  node  shows  very  hemorrhagic  granulation 
tissue.  The  sinuses  of  the  node  are  dilated  and 
filled  with  groups  of  littoral  cells  and  red  blood 
cells  along  with  a lesser  number  of  small  lymph- 
ocytes. 

Diagnosis:  Regional  ileitis  with  involvement  of  ap- 
pendix and  mesenteric  lymph  nodes. 

NATHAN  RIFKINSON,  M.  D. 

S-2913  September,  5,  1945 

P.  de  Rodriguez  Spec,  rec’d.  8-23-45 

Female  Age-36  White  Case  of  Dr.  Asencio 

Clinical^  Notes:  Chronic  sprue  like  deficiency  in  a 
37  yr.  old  woman  with  frequency  of  stools,  irrita- 
tion cachexia  and  dyspepsia  flatulence.  Bed  rest 
improves  her  cosiderahly. 

Nature  of  Specimen:  A resection  of  the  ileum  and 
an  ileocolostomy  was  made. 

Clinical  Diagnosis:  Regional  enteritis. 

Gross:  Segment  of  ileum  measuring  25  cm.  in 
length.  The  mucosa  in  the  distal  14  of  the  seg- 
ment is  intensely  congested  and  edematous.  The 
serosa  opposite  this  portion  of  the  vowel  is  intense- 
ly congested.  The  proximal  of  ileum  appears 
normal.  The  mesenteric  lymph  nodes  are  slight- 
ly enlarged  and  soft  in  consistence. 

Microscopic:  Ileum:  The  walls  of  the  affected  por- 
tion of  ileum  are  thickened.  The  thickening  cor- 
respond primarily  to  the  submucosa,  which  is 
greatly  edematous.  The  latter  coat  is  intensely 
congested  and  superficially  ulcerated  in  places. 
The  lymphatic  channels  of  the  submucosa,  mus- 
cularis and  serous  coat  are  remarkably  dilated. 
The  lymphoid  follicles  of  the  submucosa  are  en- 
larged and  proliferated.  Few  small  nodules  com- 
prised of  epithelioid  and  giant  cells  are  encoun- 
tered in  some  of  the  hypertrophic  lymphoid  no- 
dules of  the  submucosa.  There  is  no  evidence  of 
caseous  necrosis.  The  stromal  tissue  between  the 
circular  and  longitudinal  layers  of  the  muscularis 
is  infiltrated  with  lymphoid  cells.  The  argento- 
philic  cells  of  mucosal  crypts,  particularly  in 
the  ulcerated  areas,  are  proliferating.  They  con- 
tain intensely  pink  granular  inclusions.  Lymph 
node,  mesenteric:  The  lymphoid  tissue  is  slight- 
ly hyperplastic.  The  stromal  tissue  is  edema- 
tous and  the  sinuses  are  markedly  dilated  and 
filled  with  coagulated  plasma.  There  is  an  slight 
plasma  cell  and  histiocytic  reaction  throughout 
the  medullary  nodes.  Ziehl-N eelsen' s stain  for 
acid  fast  organisms:  Negative. 

Anatomic  Diagnosis:  Regional  enteritis  (ileitis, 
terminal,  acute,  cause  unknown. 

FELIX  M.  REYES,  M.  D. 

Pathologist 

S-2844  July  24,  1945 

Félix  Estrada  Spec,  rec’d.  7-16-45 

Male  Age-15  Negro  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a loop  of  small 
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intestine  measuring  60  cm.  in  length  and  3.5  cm. 
in  maximum  diameter.  A small  band  of  mesen- 
tery is  attached  to  the  specimen  at  a portion  of 
which,  there  are  three  small  mesenteric  glands, 
the  largest  of  which  measures  1.5  cm.  in  largest 
diameter  and  the  smallest,  0.9  cm.  Externally 
and  on  section,  they  are  not  remarkable.  The  se- 
rosa is  everywhere  smooth  and  pale  gray.  The 
consistency  is  increased  by  fixation.  At  opening 
the  lumen  is  patent  and  of  uniform  diameter 
which  has  an  average  of  2.8  cm.  The  mucosal 
folds  are  normal  and  the  mucosa,  has  a diffuse 
normal  pinkish  appearaince.  Multiple  tl-ansec- 
tions  through  the  organ  reveal  likewise  no  patho- 
logical changes.  The  mucosa  averages  0.6  cm.  in 
maximum  thickness. 

Microscopic:  Numerous  sections  through  the  sub- 
mitted specimen  disclose  moderate  thickening  of 
the  tunica  propria  as  well  as  a moderate  and  gen- 
eralized increase  in  its  round-celled  content.  In 
one  section  a small  zone  of  hemorrhage  is  iden- 
tified in  the  submucosa.  The  mesenteric  lymph 
nodes  included  with  the  specimen  reveal  a marked 
hyperpla.sia  of  the  reticulum  cells  and  of  the  ger- 
minal centers  associated  with  slight  dilatation  of 
sinuses  and  mobilization  and  desquamation  of  lit- 
toral cells. 

Diagnosis:  Chronic  enteritis;  chronic  mesenteric 
lymphadenitis. 

1.  RIVERA  LUGO,  M.  D. 

S-2818  July  3,  1945 

Agustín  Oyóla  Spec,  rec’d.  6-26-45 

Male  Age-38  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a portion  of  small 
intestine  measuring  80  cm.  in  length.  The  serosa 
is  smooth  and  glistening,  except  two  separate 
areas  which  measure  6 and  7 cm.  in  length,  res- 
pectively, and  where  it  is  dull  and  covered  by 
a layer  of  fibrin.  In  the  larger  of  these  two 
areas  the  omentum  is  plastered  over  most  of  the 
circumference  of  the  bowel.  On  section  the  muco- 
sa is  pink,  velvety  and  thrown  into  prominent 
folds.  The  wall  is  edematous  at  various  places, 
particularly  over  the  two  zones  mentioned  above; 
at  this  level  the  mucasa  is  diffusely  ulcerated  and 
greatly  congested  and  the  folds  are  less  promi- 
nent. Greenish  material  adheres  to  the  mucosa 
at  various  levels.  The  wall  of  the  intestine  at 
the  level  of  the  region  mentioned  above  measures 
as  much  as  1.5  cm.  in  thickness  and  appears  gan- 
grenous. A small  segment  of  mesentery  is  at- 
tached to  the  intestine.  Multiple  transections  re- 
veal one  enlarged  lymph  node  measuring  1.4  cm. 
across  and  which  presents  homogeneous  finely 
granular  pale  yellow  cut  surfaces.  Smaller  lymph 
nodes  are  also  observed  in  various  regions.  The 
blood  vessels  contain  dark  brown  material.  Ano- 
ther small  portion  of  intestine  measuring  2.5  cm. 
is  length  presents  no  additional  changes. 
Microscopic:  Two  of  the  sections  reveal  dense  and 
diffuse  polymorphonuclear  infiltration  of  all  coats 
and  the  mucosa  is  gangrenous,  and  small  absces- 
ses are  also  observed  at  various  levels  in  the  wall 
of  the  intestine.  In  other  sections  the  mucosa 


is  well-preserved  and  is  edematous  and  very  dense- 
ly infiltrated  with  round  cells.  In  addition,  there 
are  ulcerated  zones  composed  of  granulation  tis- 
sue and  richly  infiltrated  with  polys.  Hemo- 
rrhage has  taken  place  in  various  areas.  Sections 
through  the  mesentery  reveal  edema  and  infil- 
tration with  eosinophils,  neutrophils  and  round 
cells,  particularly  about  the  blood  vessels.  The 
latter  ai’e  congested.  No  thrombi  are  seen.  Sev- 
eral mesenteric  lym.ph  nodes  are  included  and 
show  hyperplasia  of  the  reticular  element  and 
infiltration  wdth  eosinophils  and  round  cells. 
Diagnosis:  Regional  enteritis,  acute,  subacute  and 
chronic;  ulcers  of  small  intestine;  chronic  mesen- 
teric lymphadenitis. 

G.  M.  CARRERA,  M.  D. 

S-2S67 

DOMINGA  CRUZ 

Sexo:  Femenino  Sept.  26,  1945 

Edad:  45  años  Esp.  rec’do.  7-24-45 

Raza:  Negra  Caso  del  Dr.  Asencio 

Macroscópico:  La  porción  de  intestinto  recibida  es 
periforme  y mide  14  x 8.5  x 6 cm.  Hacia  ambos 
extremos  se  reconoce  la  luz  abierta  del  intestino. 
Uno  de  los  extremos  posee  una  porción  que  mide 
3 cm.  de  largo  por  2.6  cm.  de  ancho.  La  masa 
es  de  sensación  blanda  y desigualmente  lobulada. 
Hacia  un  lado  está  revestida  por  serosa  debajo  de 
la  cual  se  disponen  áreas  hemorrágicas.  En  otros 
lugares  el  espécimen  está  revestido  por  lóbulos 
adiposos.  La  porción  de  intestino  posee  paredes 
edematosas  pero  la  mucosa  es  de  aspecto  normal. 
Al  seccionar  la  masa,  las  paredes  del  intestino 
se  hallan  revestidas  por  una  tumoración  asimé- 
trica compuesta  de  un  tejido  semitranslúcido,  gris 
rosado,  granular  en  partes  y fibrilar  en  otras.  La 
luz  intestinal  ocupa  un  extremo  de  la  masa.  Los 
planos  de  clivaje  no  son  reconocibles  en  las  dis- 
tintas túnicas  del  intestino.  Areas  de  necrosis 
se  observan  en  distintos  lugares  de  la  tumora- 
ción que  circundan  el  órgano. 

Microscópico:  La  mucosa  de  una  de  las  secciones 
presenta  una  extensa  ulceración  cuyo  fondo  está 
constituido  por  tejido  inflamatorio  infiltrado 
abundantemente  por  polimorfonucleares  y célu- 
las redondas.  A alguna  distancia  de  ésta  se  en- 
cuentran focos  densos  de  polimorfonucleares.  Las 
restantes  túnicas  se  hallan  considerablemente  en- 
grosadas y han  sido  infiltradas  por  acúmulos  de 
células  redondas  acompañadas  por  un  menor  nú- 
mero de  polimorfonucleares.  En  otra  sección  la 
membrana  propia  está  infiltrada  por  células  re- 
dondas, eosinófilos  y neutrófilos.  El  tejido  in- 
tersticial de  las  túnicas  musculares  es  edematoso  y 
posee  formaciones  tuberculoides  cuyo  centro  pre- 
senta ligeras  áreas  de  necrosis.  Entre  las  cé- 
lulas epitelioides  que  lo  forman  se  hallan  abun- 
dantes células  gigantes  unas  veces  con  las  carac- 
terísticas de  las  de  Langhans  y otras  de  las  de 
reacción  a cuerpo  extraño  . La  subserosa  de  esta 
sección  es  gruesa,  densa  y está  infiltrada  difusa  y 
perivascularmente  por  elementos  linfoplasmáticos. 
Otra  sección  con  campos  inflamatorios  más  pro- 
nunciados posee  también  numerosos  tubérculos 
con  las  características  antes  descritas. 
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Tinción  de  ZiehJ-Neelsen:  No  se  observan  orga- 
nismos ácidorresistentes. 

Diagnóstico:  Ileitis  regional. 

ENRIQUE  KOPPISCH,  M.  D. 

Unit  No.  18014 

S-1516  June  17.  1943 

CARMEN  MORALES  Spec,  rec’d.  5-25-43 

Female  Age-7  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a flat  piece  of 

intestine  whose  lumen  has  been  partially  opened 
prior  to  submission:  it  measure  2.8  x 2.5  x 0.7 
cm.  The  serosa  is  dark  brown  over  one  portion 
and  light  gray  over  another.  The  lumen  contains 
some  coagulated  blood.  The  mucosa  is  thrown  in- 
to several  folds  and  shows  a central  ulceration 
with  a reddish-brown  base  measuring  1.5  x 1.2  cm. 
Sections  directly  through  the  ulcerated  area  show 
destruction  of  the  mucosa  with  edema  of  the  un- 
derlying submucosa  and  muscularis.  The  muco- 
sa immediately  surrounding  this  ulcerated  area 
is  hemorrhagic. 

Microscopic:  Most  of  the  mucosa  is  replaced  by 
a large,  partly  granulating  ulcer.  Several  well 
formed  tubercles  are  present  in  the  submucosa 
and  muscularis  and,  in  one  section  in  the  base 
of  the  ulcer.  Giant  cells  of  the  foreign  body  and 
Langhans  type  are  both  present.  Caseation  is 
taking  place  in  the  center  of  some  of  the  tuber- 
cles. In  one  place  fibrosis  In  the  mucosa  is  mark- 
ed. At  the  sides  of  the  ulcer  the  submucosa,  is 
very  edematous.  Ziehl  Mcelscn  Stain:  Negative 
for  acid-fast  bacilli. 

Diagnosis:  Tuberculosis  of  ileum. 

Unit  No.  25882 

S-1531  June  30,  1943 

Sara'  Vizcarrondo  Spec,  rec’d.  6-8-43 

Female  Age-23  Color  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  open  portion 
of  Intestine  measuring  8 cm.  in  length,  4 cm.  in 
circunference  and  0.6  cm.  in  thickness;  and  a 
free  appendix  measuring  7.5  cm.  in  length  and 
0.8  cm.  in  diameter.  The  intestinal  mucosa  is 
yellowish-white  and  is  thrown  up  into  numerous 
folds.  These  is  butterfly  shaped  ulceration  mea- 
suring 5 cm.  in  length  and  1.3  cm.  in  its  largest 
diameter  and  only  0.3  cm.  at  the  narrow  portion 
connecting  the  two  lateral  ulcerated  large  areas. 
The  base  of  the  ulcer  is  granular;  the  edges  are 
not  undermined.  Section  through  the  ulcerated 
areas  shows  almost  complete  destruction  of  the 
mucosa  but  does  not  involve  the  submucosa,  which 
along  with  the  muscularis,  is  broadened.  Toward 
one  end  of  the  better  preserved  portions  there  is 
a submucosal  hemorrhage.  The  serosa  of  the  ap- 
pendix is  normal.  Sections  reveal  a patent  lumen 
filled  with  fecal  material.  The  coats  show  no 
abnormalities. 

Microscopic:  One  portion  of  the  mucosa  reveals 
an  ulcer  whose  base  is  composed  of  granulation 
tissue  intensely  infiltrated  with  lymphocytes  and 
polymorphohuclears.  The  mucosa  adjacent  to  the 
ulcer  is  markedly  congested  and  edematous;  it  is 


also  infiltrated  with  polymorphonuclears  and 
lymphocytes.  In  the  same  region  these  is  a small 
area  resembling  an  early  tubercle  at  the  base  of 
the  mucosa,  most  of  the  mucosa  in  the  vicinity 
contains  an  excess  of  lymphocytes  and  plasma 
cells.  The  serosal  layer  is  markedly  edematous 
and  contains  groups  of  lymphocytes  and  some 
perivascular  lymphocytic  infiltration.  Rather 
large,  well  formed  tubercles,  often  containing 
giant  cells  of  the  langhans  and  foreign  body 
types  are  present  in  the  muscularis  and  serosa; 
those  being  surrounded  by  small  lymphocytes. 
Necrosis  has  taken  place  in  the  center  of  a few 
of  those  tubercles.  Appendix:  There  is  a slight 
a.mount  of  edema  in  all  the  sections  of  the  serosa; 
there  is  no  other  abnormality.  Ziehl  Neelsen 
Stain:  No  acid-fast  bacilli  found. 

Diagnosis:  Tuberculosis  of  small  intestine;  nor- 
mal appendix. 

Unit  No.  26879 

LUISA  CRUZ  Aug.  13,  1943 

Female  Age-25  White  Spec,  rec’d.  8-2-43 

S-1592  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  an  unopened  seg- 
ment of  small  intestine,  measuring  5 cm.  in  length 
and  3 cm  in  diameter.  About  the  middle  there  is 
a constriction  which  only  admits  the  tip  of  the 
little  finger.  One  section  there  is  a butterfly- 
shaped  ulcer  involving  the  mucosa,  measuring  4 
cm.  in  length  and  1 cm.  in  width.  The  submu- 
cosa beneath  tlie  ulcer  is  broadened  and  som.e- 
what  firmer  than  normal.  At  the  junction  of  the 
mucosa  and  submucosa  is  a brown  streak.  Else- 
where the  intestine  seems  normal. 

Microscopic:  There  is  a large  ulcer  which  comple- 
tely destroys  the  mucosa  and  submucosa,  and 
reaches  down  into  the  muscle  layer  in  which  or- 
ganization has  taken  place.  The  base  of  the  ul- 
cer is  composed  of  granulation  tissue  and  fibrino- 
purulent  exudate.  The  mucosal  and  serosal  layers 
are  intensely  infiltrated  with  small  lymphocytes, 
other  round  cells  and  eosinophils.  In  the  mus- 
cle, at  the  base  of  the  submucosa,  are  several 
well  developed  tubercles,  some  conglomerate  sur- 
rounded by  a thick  band  of  lymphocytes.  One  tu- 
bercle shows  central  necrosis.  Giant  cells  of  the 
Langhans  and  foreign  body  type  are  present  with- 
in them.  Ziehl-Neelsen  Stain:  Negative. 
Diagnosis:  Tuberculosis  of  ileum  with  ulceration 
and  stenosis. 

S-2540  February  8,  1945 

CLOTIDE  RIVERA  Spec,  rec’d.  1-29-45 

Female  Age-33  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a portion  of  small 

intestine  with  a small  piece  of  mesentery  attached 
measuring  10  cms.  in  length  and  2.5  cms.  diame- 
ter. The  serosa  is  light  brownish  toward  one 
end.  On  opening  the  lumen  the  mucosa  is  seen 
to  be  gray  and  thrown  up  into  thin  parallel  folds. 
The  wall  does  not  appear  abnormal  grossly. 
Microscopic:  The  mucosa  is  infiltrated  with  an 
excess  of  round  cells  and  eosinophiles.  The  cells 
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of  the  epithelium  are  distended  with  mucus.  At 
the  base  of  the  mucosa  and  in  the  submucosa  oc- 
casional well-developed  pseudo-tubercles  which  u- 
sually  contain  a schistosoma  embryo  or  shell.  The 
remaining  coats  are  normal  except  for  moderate 
congestion  of  the  submucosa.  In  one  section  the 
subserosal  tissues  are  thickened  by  fibrosis  and 
some  of  the  blood  vessels  are  surrounded  by  round 
cells  intermixed  with  polymorphonuclears. 
Diagnosis:  Pseudo-tubercles  in  wall  of  small  in- 
testine due  to  schistosomasis  Mansoni;  ileitis 
chronic. 

NATHAN  RIFKINSON,  M.  D. 

Unit  No.  31576 

S-2105  June  17,  1944 

DEOGRACIA  CRUZ  Spec,  rec’d.  5-31-44 

Female  Age-28  White  Case  of  Dr.  Medina 

Gross:  The  specimen  consists  of  3 pieces  of  gray- 
ish tissue,  2 of  which  are  covered  by  skin.  The 
largest  measures  1.9  x 0.8  x 0.5  cm.  and  the  small- 
est 1 cm.  in  main  diameter.  The  cut  surfaces  are 
gray. 

Microscopic:  Two  fragments  are  covered  by  epi- 
dermis. In  one  it  is  rather  broad  and  extends 
somewhat  unevenly  into  the  derma,  while  in  the 
other,  the  epidermis  is  narrower.  The  rate  pegs 
are  of  uneven  thickness  but  extends  for  about  the 
same  distance  into  the  derma.  The  basal  cell 
layer  contains  melanin  pigment.  The  derma  in 
both  fragments  contains  small  groups  of  lympho- 
cytes, intermixed  with  some  polymorphonuclears. 
In  a third  fragment  no  epidermis  is  shown.  The 
tissue  appears  to  be  composed  of  dense  fibrous, 
is  markedly  edematous  and  in  places  massively 
infiltrated  with  small  lymphocytes  intermixed 
with  lesser  numbers  of  plasma  cells  and  polymor- 
phonuclears. At  several  points  the  surface  gives 
the  impression  of  an  old  ulcer.  Deeper  there  is 
one  small  area  which  appears  necrotic  and  which 


contains  numerous  polymorphonuclears  and  in  the 
center  of  which  is  a giant  cell  which  appears 
to  be  of  the  Langhan’s  type.  There  are  no  tu- 
bercles or  areas  of  caseation;  however,  tuberculo- 
sis must  be  considered. 

Ziehl-Neelsen  Stain:  Negative. 

Diagnosis:  Fistulous  tract  of  abdominal  wall  due 
to  tuberculosis  (?). 

Unit  No.  24680 

S-378  May  5,  1943 

FRANCISCA  ORTIZ  Spec,  rec’d.  4-5-43 

Female  Age-21  White  Case  of  Dr.  Asencio 

Gross:  The  specimen  consists  of  a roughly  oval 
piece  of  tissue  measuring  3.5  x 4 x 1 cm.  One 
surface  is  covered  by  serosa.  On  the  under-sur- 
faces is  a soft  mass  measuring  0.5  x 1 cm.,  sec- 
tion of  which  reveals  its  surface  to  be  gray.  At 
one  end  of  the  specimen  is  a very  small  portion 
of  intestine  included.  Its  mucosa  is  moderately 
broadened. 

Microscopic:  The  mucosa  of  the  cecum  presents 
a microscopic  ulcer  the  base  of  which  is  covered 
by  fibrino-purulent  exudate.  The  submucosa  is 
quite  densely  infiltrated  with  round  cells,  eosi- 
nophils and  polys.  Round  cells  and  a few  eosino- 
phils and  polys  are  also  found  in  portions  of 
the  muscle  coat.  The  external  fibrofatty  tissue 
is  inflammed  and  presents  several  irregular  foci 
of  necrosis  accompanied  by  nuclear  fragmentation 
and  by  some  peripheral  histiocytic  proliferation 
without  the  formation  of  frank  epithelial  cells  or 
tubercles.  No  giant  cells  are  present  but  there 
are  numerous  lymphocytes  in  the  neighborhood 
of  these  foci. 

Ziehl-Neelsen's  Stain:  Negative  for  acid  fast  ba- 
cilli. 

Diagnosis:  Acute  and  chronic  typhlitis  and  peri- 
typhlitis (tuberculous?). 


NOTAS  EDITORIALES 


39 


^ 

BOLETIN  DE  LA  ASOCIACION 
MEDICA  DE  PUERTO  RICO 

Atenida  Manuel  Fernández  Juncog, 

Parada  19,  Santurcc,  P.  R. 


AÑO  xxxvm  - ENERO,  1946  - Núii.  1 


Editor  Administrador: 

Dr.  M.  GUZMAN  RODRIGUEZ 

Editores  Asociados: 

Dr.  Ramón  M.  Suárez 
Dr.  Basilio  Dávila 
Dr.  J.  H.  Font 
Dr.  Manuel  A.  Astor 
Dr.  M.  Pavía  Fernández 
Dr.  Juan  J.  Nogueras 
Dr.  E.  García  Cabrera 
Dr.  Enrique  Koppisch 
Dr.  L.  A.  Passalacqua 
Dr.  Juan  A.  Pons 
Dr.  Rafael  A.  Vilar 

V . 

NOTAS  EDITORIALES 

LUIS  M.  MORALES  Y GARCIA 

Datos  biográficos:  Luis  Manuel  Morales 
y García,  San  Juan  de  Puerto  Rico,  el 
día  23  de  marzo  de  1904;  Universidad  de 
Puerto  Rico,  1922;  Medical  College  of 
Virginia,  1926;  Postgraduado  en  Neuro- 
psiquiatría  1928-29;  Jefe  de  Psiquiatría 
Clínica  del  “Hospital  de  Psiquiatría  de 
Puerto  Rico”,  1929-35;  Psiquiatra  del  Hos- 
pital de  la  Universidad,  1932-44  y Psiquia- 
tra consultor  a partir  del  1944;  Fellow 
Asociación  Americana  de  Psiquiatría, 
1943;  Diplomado,  American  Board  of 
Psychiatry  and  Neurology,  1944. 

La  selección  de  Luis  Manuel  Morales 
para  la  presidencia  de  la  Asociación  Mé- 
dica de  Puerto  Rico,  ha  sido  algo  más  que 
un  feliz  acierto. 

Viene  el  distinguido  compañero  a re- 
gir los  destinos  de  nuestra  Asociación,  en 
momentos  difíciles,  saturados  de  incom- 
prensión y de  malicia.  La  vida  llena  de 
abnegación  y de  altruismo  que  enmarcó 
siempre  las  actuaciones  de  nuestra  clase, 
y que  perfiló  los.  rasgos  más  característi- 
cos de  nuestra  cultura  como  pueblo  civili- 
zado, a pesar  del  reconocimiento  y encomio 


que  recibiera  por  parte  de  los  extraños, 
parece  ser  discutida  y menospreciada  por 
parte  de  los  propio.^. 

El  problema  económico-social  de  Puerto 
Rico,  clamando  justicia  en  un  plano  de  res- 
cate, fué  planteado  en  las  postrimerías,  del 
1883  y a mediados  de  1884,  por  los  docto- 
res Gabriel  Ferrer  y Rodríguez  Castro, 
dos  médicos  criollos  que  se  adelantaron  por 
medio  siglo  a los  modernos  postulados  del 
Nuevo  Trato. 

Después  del  cambio  de  soberanía,  y 
agudizada  la  cuestión  económica  por  la  ra- 
pacidad de  los  inversionistas  que  amparó 
la  Ley  Foraker,  la  tragedia  del  terruño 
tuvo  valientes  y denodados  defensores,  en 
las  plumas,  de  los  del  Valle  Atiles,  Gómez 
Brioso,  Quevedo  Báez,  Guzmán  Rodríguez, 
Rodríguez  Pastor  y cien  otros,  médicos 
también,  que  no  se  mantuvieron  en  la  có- 
moda y serena  observación  de  los  aconteci- 
mientos, si  no  que  participaron  abiertamen- 
te en  todas  las  contiendas. 

Pero  como  ocurre  casi  siempre  en  estas 
revalorizaciones  de  nuestros  problemas 
ambientales,  nuestra  obra  de  premonición 
y nuestro  batallar  constante  en  pro  de  la 
reconstrucción  de  nuestra  tierra,  parece 
casi  olvidado  ante  las  urgencias  del  pro- 
blema actual. 

Nunca  líder  alguno  en  la  historia  de 
nuestra  Asociación  tuvo  que  afrontar  los 
problemas  que  Luis  Manuel  Morales  ten- 
drá que  afrontar  en  el  próximo  bienio.  El 
hombre  que  por  su  talento,  por  su  cultura 
intelectual,  y por  la  pulcritud  de  su  vida 
pública  y privada,  supo  granjearse  la  ad- 
miración de  propios  y extraños,  tendrá  por 
la  inmisericorde  obra  del  destino,  que 
afrontar  los  zarpazos  de  la  incomprensión, 
y las  dentelladas  de  las  proclividades  or- 
ganizadas del  ambiente. 

EL  BOLETIN,  tiene  para  el  batalla- 
dor piloto  de  la  nave  médica,  el  más  cor- 
dial de  sus  saludos. 
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EL  PROYECTO  DEL  SENADO  239 


Ya  en  prensa  nuestro  Boletín,  hemos 
recibido  copia  del  proyecto  del  Senado  239, 
de  los  Senadores  Géigel  Polanco  y Ansel- 
mi,  para  autorizar  al  Comisionado  de  Sa- 
nidad a contratar  los  servicios  de  médicos 
extranjeros.  Este  proyecto  fué  aprobado 
en  la  madrugada  de  anoche,  con  el  voto 
dicidente  del  Dr.  Leopoldo  Figueroa  Carre- 
ras. 

Nos  ha  extrañado  profundamente  ver 
que  las  disposiciones,  de  este  proyecto,  di- 
fieren notablemente  del  que  en  plan  de  co- 
laboración con  el  Comisionado  de  Sanidad, 


Dr.  Fernós,  la  Cámara  de  Delegados  de  la 
Asociación  Médica  de  Puerto  Rico,  acorda- 
ra respaldar  en  su  reunión  del  día  16. 

Según  informes,  la  Cámara  de  Delega- 
dos ha  sido  citada  para  esta  noche,  y se 
comenta  incesantemente  la  conveniencia  de 
citar  una  asamblea  extraordinaria  de  la 
Asociación. 

Sin  tiempo  para  otros  comentarios  y 
estando  ausente  en  St.  Thomas  el  Dr.  Fer- 
nós, nosotros  aguardamos  su  retomo  para 
entrevistarlo. 
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ADMINISTRACION  ORAL 


AMPHOJEL  es  asequible  en  frascos  azules  de  175  c.c. 


La  dosis  normal  es:  Dos  cucharaditas  de  AMPHÜJEL  disueltas  en  un  poco  de  agua, 
; administradas  cinco  o seis  veces  al  día  y al  acostarse.  En  el  tratamiento  de  la 
I úlcera  es  esencial  que  el  medicamento  sea  tomado  frecuentemente  y por  un  período 
de  tiempo  prolongado. 

El  paciente  debe  tomar  frecuentemente  “dietas  blandas”,  y comidas  limitadas. 
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ADMINISTRACION  INSTILATORIA  GASTRICA 


Se  disuelve  el  AMPHOJEL  en  tres 
partes  iguales  de  agua,  instilándose  con- 
tinuamente esta  solución  dentro  del 
estómago  por  medio  de  una  sonda  eso- 
fágica a un  promedio  de  15  gotas  por 
minuto.  El  aparato  instilatorio  A^I- 
PHOJEL  es  asequible  en  muchos  hos- 
pitales. Esta  procedimiento  es  usado  en 
los  casos  de  úlcera  hemorrágica. 
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IMPRESO  EN  E. 
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ULCERA  PEPTICA 


Literatura  médica  recientemente  publicada  informa  de  más  de  1,000  casos  de  úlcera 
péptica  tratados  con  éxito  con  la  administración  de  gel  coloidal  de  hidróxido  de 
aluminio,  evidenciándose  en  esos  trabajos,  como  las  más  sorprendentes,  las  siguientes 
caracteristicas  del  AMPHOJEL: 
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Rápido  alivio  del  dolor; 

Rápida  cicatrización  de  la  úlcera; 

Imposibilidad  de  que  su  uso  produzca  alcalosis; 

Exito  donde  otros  métodos  de  tratamiento  han  fracasado,  y 
Excelentes  resultados  en  casos  de  úlcera  hemorrágica. 


Las  radiografías  demuestran  cómo  la  La  hiperacidez  es  prontamente  con- 

úlcera  péptica  cicatriza  rápidamente  trotada  con  AMPHOJEL. 

con  el  uso  de  .AMPHOJEL. 


En  uno  de  esos  trabajos  se  informa  que  de  101  pacientes  de  úlcera  péptica  hemorrá- 
gica tratados  con  AMPHOJEL,  todos  mejoraron  con  la  excepción  de  tres  casos.  La 
terapia  con  AMPHOJEL  se  ajusta  perfectamente  a la  rutina  normal  establecida  en 
los  casos  de  úlcera  péptica. 


Siendo  el  AMPHOJEL  eficaz  y seguro  en  el  tratamiento  prolongado  requerido  en  los 
casos  de  úlcera  péptica,  lógicamente  resulta  también  ideal  para  el  control  de  la 
simple  hiperacidez. 
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Dryco  es  tan  nutritiva 

como  la  leche  materna 


Al  sustituir  la  leche  materna  con  leche  de 
vaca,  es  preciso,  señores  médicos,  dar  al  bebé 
una  cantidad  mayor  de  proteína  de  leche  de 
vaca. 

Esto  se  debe  a las  deficiencias  proteínicas 
de  la  leche  de  vaca,  comparada  con  la  leche 
materna. 

En  Dryco,  por  lo  tanto,  se  ha  modificado 
el  volumen  de  proteína  a una  proporción  más 
elevada  que  en  la  leche  de  vaca.  Su  relación 
es  de  2.7  de  proteína  a 1 de  grasa,  mientras 
que  en  la  leche  de  vaca  es  aproximadamente 
igual.  Esto  asegura  al  bebé  normal  una  pro- 
porción óptima  de  proteína  para  un  vigoroso 
y saludable  desarrollo. 

Otras  semejanzas  en  valor  nutritivo 

Durante  la  elaboración  de  Dryco  se  reducen 
considerablemente  las  partículas  de  grasa, 
haciéndolas  más  asimilables  para  el  bebé. 
Dryco  contiene  amplias  proporciones  de  las 
vitaminas  A,  B^,  B2,  y D.  Dryco  es  bacterio- 


lógicamente segura  y de  composición  uni- 
forme. Dryco  se  disuelve  rápidamente  en 
agua. 

Recete  Dryco.  Es  el  alimento  ideal  para  todos 
los  niños— los  normales  y aquellos  que  re- 
quieren su  estricta  supervisión. 

DRYeO 


Para  información  profesional  y tablas  de  alimen- 
tación acerca  de  Dryco  diríjase  a: 

THE  BORDEN  COMPANY, 

350  Madison  Avenue, 

New  York  17,  N.  Y.,  U,  S.  A. 


Distribuiores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Allen  15,  San  Juan,  P.  R. 


HAN  ESTABLECIDO  EL  EFECTO 
ANTIARTRITICO  Y SEGURO  DE 


Siendo  imposible  producir 
la  artritis  crónica  en  ani- 
males de  experimentación 
en  forma  comparable  al 
hombre,  el  valor  de  un 
agente  antiartrítico  sólo 
puede  determinarse  estu- 
diando los  resultados  clíni- 
cos obtenidos  con  pacien- 
tes artríticos. 

El  valor  terapéutico  de 
Ertron  en  el  tratamiento 
de  las  artritis  crónicas,  se 
ha  determinado  mediante 
investigaciones  clínicas, 
minuciosamente  controla- 
das, en  grandes  hospitales, 
clínicas  universitarias  y en 
la  práctica  particular. 


A los  médicos  que  deseen 
suplementar  la  administra- 
ción rutinaria  oral  de  Ertron 
con  inyecciones  parentéricas, 
les  ofrecemos  Ertron  Paren- 
teral en  cajas  de  6 ampollas 
de  1 cc.  Cada  ampolla  con- 
tiene 500,000  u.i.  de  ergosterol 
vaporizado,  activado  por  el 
método  de  Whittier. 
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Todos  los  informes  publicados  sobre  estas  investigaciones  hacen 
hincapié  en  la  eficacia  y seguridad  de  Ertron  en  el  tratamiento 
de  la  artritis.  Los  informes  atañen  sólo  a Ertron — el  producto 
empleado  en  los  estudios  clínicos. 


ERTRONICE  AL  ARTRITICO 


Ertronizar  significa:  Emplear  Ertron  a dosis  diarias  adecuadas, 
durante  un  período  de  tiempo  suficientemente  largo  para 
obtener  los  resultados  óptimos.  Aumentar  las  dosis  hasta  llegar 
a las  recomendadas,  o hasta  alcanzar  el  nivel  de  tolerancia. 
Mantener  estas  dosis  hasta  obtener  la  mejoría  máxima. 

Ertron  sólo — y ningún  otro  producto — contiene  ergosterol  va- 
porizado por  energía  eléctrica — Método  de  Whittier. 

Presentación;  Frascos  de  50  y 100  cápsulas. 


Distribuidores  Exclusivos  en  Puerto  Rico: 
Pelegrina  & Llorens,  San  Juan 
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Blood  Enrichment 
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Iron-Deficiency  Anemia 
with 

COPPERIN 


The  blood  in  iron-deficiency  anemia  is  markedly  benefited  by 
Copperin  administration:  hemoglobin  percentages  quickly  rise; 
red  blood  cells  increase  in  quantity  and  improve  in  quality. 

Due  to  the  action  of  the  catalyst,  copper  sulphate,  the  amount 
of  iron  ammonium  citrate  per  capsule  is  reduced  to  only  32  mil- 
ligrams. But  as  ALL  the  iron  Is  made  available  to  the  blood- 
stream, a maximum  therapeutic  effect  is  obtained.  Copperin 
does  not  stain  teeth  or  irritate  the  gastrointestinal  tract  and  Is 
water  soluble.  Prescribe  Copperin  “A”  for  adults,  Copperin  “B” 
for  children. 

Liberal  professional  samples  gladly  sent  on  request 

RAFAEL  A.  VILLAMIL 

Box  530,  San  Juan,  P.  R. 


EL  CALOR  HUMEDO 

EN  EL  TRATAMIENTO  DE  LOS  DIVIESOS  Y CARBUNCOS 

El  Calor  Húmedo  de  una  cataplasma  de  ANTIPHLOCISTINE, 
además  de  su  acción  higroscópica  y osmótica,  convienen  en  el 
tratamiento  de  los  Diviesos  y Carbuncos. 

Aplicada  confortablemente  caliente,  la  ANTIPHLOCISTINE 
retiene  el  Calor  Húmedo  por  muchas  horas.  El  dolor  y el  males- 
tar entonces  disminuyen,  a la  vez  que  se  estimula  localmente 
la  curación. 

La  ANTIPHLOCISTINE  puede  usarse  juntamente  con  la  qui- 
mioterapia. 


THE  DENVER  CHEMICAL  MFC.,  CO.,  INC.,  New  York 

Agentes: 

Francisco  Garrafón,  S.  en  C. 

Apartado  1541  San  Juan,  P.  R. 


\^ITH  the  coming  of  the  heated  season  KALAK  has  the  capa- 
^^•city  of  relieving  conditions  due  to  heat-effects,  the  basis  of 
many  complaints.  It  is  refreshingly  delicious,  sparkling,  alkaline. 

A post-card  to  us  signed  by  the  doctor  will  bring  him  our 
cards  giving  accepted  clinical  laboratory  normal  data,  GRATIS. 

KALAK  WATER  CO. 
OF  NEW  YORK,  INC. 

30  Rockefeller  Plaza  - New  York  20 


Distributed  by 

RODOLFO  BERNAL 

San  Juan,  Puerto  Rico 


The  dependability  of  LOCOROL  has  been  proven  to  American  physicians 
by  nearly  a quarter  of  a century  of  successful  experience.  The  efficacy  of 
its  double  action  — physical  and  chemical  — is  confirmed  by  independent 
laboratory  tests. 

LOCOROL  completely  occludes  the  cervical  oz  and  immotizes  spermatoza  on 
contact.  It’s  viscous  base  provides  the  high  surface  tension,  long  sought  for, 
which  creates  an  impenetrable  barrier  and  prolonged  spermicidal  action. 
Nontoxic  and  non-irritating. 

LOCOROL  is  advertised  only  to  the  medical  profession 
and  is  available  through  the  pharmacist  on  your  pres- 
cription. 

Two  new,  authoritative  booklets  are  available  at  your 
request  — “The  Control  of  Conception”  and  “Leukor- 
rhea-Minor  Ailment  — Major  Annoyance.”  You  will 
want  these  authoritative  booklets.  Doctor,  fresh  off  the 
press.  Write  for  them  today 

PECK  fir  STERBA,  INC. 

JENARO  ESTERRICH,  Representante 

Apartado  1963  Tel.  2-1541  San  Juan  9,  Puerto  Rico 


THE  NEW  YORK  POLYCLINIC 

KSCUKLA  DB  MBDICINA  T HOSPITAL 
(Orcknlxad*  cn  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


UROLOGIA 

Curso  combinado  en  Urologrln,  cubriendo  un  nflo 
académico  (8  meses).  Este  curso  comprende  Ins- 
trucción en  farmacología;  fisiología;  embriolo- 
gía; bioquímica;  bacteriología  y patología;  tra- 
bajo práctico  en  anatomía  quirúrgica  y procedi- 
mientos urológicos  operatorios  en  el  cadáver; 
anestesia  regional  y general  (cadáver) ; ' gineco- 
logía en  la  oficina;  diagnóstico  proctológico ; el 
uso  del  oftalmoscopio;  diagnóstico  físico;  Inter- 
pretación roentgenológlca ; Interpretación  electro- 
cardlográfica;  dermatología  y slfllologla;  neuro- 
logía; terapia  física;  Instrucción  contfnna  en 
diagnóstico  cistoendoscóplco  y manipulación  del 
Instrumental  quirúrgico ; clínicas  operatorias ; de- 
mostraciones en  el  tratamiento  quirúrgico  de  tu- 
mores de  la  vejiga  y otras  lesiones  vesicales,  asi 
como  resección  endoscóplca  de  la  próstata. 


MEDICINA  PRACTICA 

Instrucción  completa  en  aquellas  materias  que 
I son  de  particular  interés  al  médico  en  la  prác- 
tica general.  El  curso  cubre  todas  las  ramas  de 
la  Medicina  y Cirugía. 


RADIOLOGIA 

Revlülón  comprensible  de  los  conceptos  de  física 
j altas  matemáticas  necesarios,  interpretación  de 
placas,  todos  los  procedimientos  dlas’nósticos  de 
uso  standard,  métodos  de  aplicación  y dosis  de 
radioterapia,  radium  y rayos  X;  procedimientos 
fluoroscópicos  standard  y especiales.  Revisión 
de  lesiones  dermatolófcicas  y tumores  susceptl* 
bles  de  radioterapia,  así  como  con  los  métodos 
y cálculos  de  dosis  en  los  tratamientos.  Especial 
enseñanza  de  los  más  nuevos  métodos  dlasrnóstU 
eos  por  medios  de  contraste  (broncof^rafía)  al 
llplodol,  uterosalpinirogrrnfía.  vlsuallxaclón  de  las 
cámaras  cardíacas,  Insuflación  perlrrenal  y mle- 
loffraffa.  8e  Incluyen,  Instrucciones  sobre  dtspo* 
slclón  y dirección  de  departamentos  radiólogos. 


FISIOTERAPIA 

Lecciones  didácticas  y aplicaciones  clínicas  ac- 
tivas de  todos  los  métodos  actuales  de  fisiote- 
rapia en  medicina  Interna,  cirugía  traumática  y 
general,  ginecología,  urología,  dermatología,  neu- 
rología y pediatría.  Demostraciones  especiales  de 
electroclrugÍB  menor,  electrodlagnóstlco,  plreto- 
terapla,  hidroterapia  (Incluyendo  terapia  colónl- 
ca)  actlnoterapia. 


PARA  IXFORMXS  DIBIOTR8B  A 


MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


Este  BOLETIN  MEDICO  se  imprimió 
en  los  talleres  tipográficos 
de  la 

IMPRENTA  VENEZUELA 


Teléfono  2-4703  — Apartado  1481 
San  Juan  7,  Puerto  Rico 


THESODATE  (Brewer) 

Definition:  Thesodate  (Brewer)  is  the  original  ENTERIC  COATED  tablet 
of  Theobromine  Sodium  Acetate. 

Indications:  Thesodate  (Brewer)  is  indicated  in  the  treatment  of  coronary 
artery  disease,  edema,  and  hypertension. 

Distribution:  Thesodate  (Brewer)  is  available  in  bottles  of  100  tablets. 
♦Thesodate,  ly^  grains. 

Thesodate,  71/2  grains;  Phenobarbital,  I/2  grain. 

Thesodate,  5 grains ; Phenobarbital,  i/4  grain ; Potassium  Iodide,  2 grains. 
Dose:  One  tablet  before  meals  and  before  retiring. 

CLINICA!.  SUBSTANTIATION: 

1.  Riseman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Int.  Hed.,  Yol.  60,  pace  100,  1937. 

2,  Brown,  M.  O.,  and  Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Yol,  100,  page  2S6,  1037. 

8.  Levy,  R.  L.  Bruenn,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jour.,  Yol.  19,  pace  630,  Number  6, 
Jnne,  1040. 

* Thesodate,  7^  grains,  has  been  used  extensively  as  a diuretic.  The  suggested  dose  Is 
eight  tablets  daily  for  two  days  followed  by  four  tablets  dally. 

Literature  on  request. 

BREWER  & COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Pharmaceutical  Chemists  Since  1852 


H E R I SÁ  N 

(MARCA  REGISTRADA) 

GRAN  CONCENTRACION  VITAMINICA  “A”  Y “D” 

Está  elaborada  con  Aceite  de  Halibut  y otros  importantes  elementos 

FORMULA:  60,000  U.  I.  de  Yltamina  A 

6,260  U.  I.  de  Yltamina  D por  gramo 10  gramos 

Acide  Bórico  2 gramos 

Oxido  de  Zinc  16  gramos 

Talco  16  gramos 

Yehícnlo  68  gramos 

1 gramo  de  HERIS  AN  contiene : — 625  U.  I.  de  Vitamina  D 

5000  U.  I.  de  Vitamina  A 

INDICACIONES 

Para  aplicación  local  en:  HERIDAS,  ULCERAS,  ULCERAS  VARICOSAS, 
QUEMADURAS,  ESCARAS,  SABAÑONES,  ECZEMAS,  etc. 

Preparado  por 

ANDROMACHUS  CORPORATION 

22  East  49th  Street.  New  York  ls-17,  N.  Y. 

Distribuidor:  E.  VELEZ  POSADA,  Plaza  de  Colón,  San  Juan. 


En  el  siglo  XVII  antes  de  Cristo  ya  los  papiros 
de  Egipto  contenían  alusiones  al  Ancylostoma 
duodenale  y otros  parásitos  intestinales:  y aún 
hoy  la  anquilostomiasis  o uncinariasis  sigue 
siendo  uno  de  los  flagelos  más  crueles  de  la 
especie  humana. 

■ Entre  todos  los  antihelmínticos  conocidos, 
posiblemente  no  hay  ningimo  que  sobrepase  a 
las  píldoras  "cRYSTOiDs”  en  eficacia  vermicida. 

"cRYSTOiDs”  ataca  tanto  la  uncinaria  como 
los  oxiuros,  ascaris  o tricocéfalos. 

"CRYSTOIDS”  es,  pues,  siunamente  eficaz  en 
las  infecciones  mixtas,  que  se  presentan  con 
tanta  frecuencia. 

'*CRYSTOiDS”  representa  economía,  ya  que  en 
muchos  casos  basta  un  solo  tratamiento  con 
esta  droga,  para  destruir  casi  todos  los  vermes. 

"CRYSTOIDS”  es  seguro:  mata  los  parásitos 
casi  instantáneamente  y evita  las  peligrosas 
migraciones,  "cuystoids”  no  provoca  reac- 
ciones desagradables  y ofrece  el  máximo  de 
seguridad  terapéutica. 

Rp.  Frasco  de  5 píldoras  de  0.2  gm.  (trata- 
miento para  adultos).  Frascos  de  5 píldoras  de 
O.I  gm.  (para  niños). 

Sharp  & DoLme,  Philadelphia  1.  Pa.,  E.U.A. 


MARCHANDO  AL  PASO  DEL  PROGRESO 

Durante  la  última  década  el  progreso  en  la  guerra  contra  las  bacte- 
rias ha  proseguido  a pasos  gigantescos.  Muchos  medicamentos  se 
han  vuelto  pasados  de  moda  debido  a las  hazañas  de  la  ciencia  y de 
la  investigación.  Sin  embargo,  el  'Merthiolate’  (Mercuritiosalicilato 
de  Sodio  Etílico,  Lilly),  un  antiséptico  anunciado  hace  más  de  quince 
años,  ocupa  un  alto  puesto  entre  las  drogas  milagrosas  de  hoy.  El 
'Merthiolate’  ha  satisfecho  las  más  criticas  exigencias  de  la  medicina, 
pues  produce  efectiva  asepsia  quirúrgica,  asegma  una  acción  anti- 
séptica continua  en  presencia  de  sangre  y exudado,  y sin  peligro 
alguno  puede  dejarse  postoperatoriamente  en  el  campo  quirúrgico. 
El  'Merthiolate’  está  en  la  proximidad  del  antiséptico  ideal. 

La  Tintura  'Merthiolate,’  una  solución  de  'Merthiolate’  al  1:1000 
en  alcohol,  acetona  y agua,  satisface  muy  bien  los  requisitos  de  la 
práctica  de  hospital.  También  puede  obtenerse  Solución  'Merthio- 
late’ al  1:1000,  estable  e isotónica. 

ELI  LILLY  PAN-AMERICAN  CORPORATION 
Indianapolis  6,  Indiana,  E.U.A. 


